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OTITIS EXTERNA 
FURUNCULOSIS 
OTOMYCOSIS 

4 OTITIS MEDIA 


[Vand 


()tamylori = [lydrocortisone 


EAR DROPS 


Manner of Use: 

After gently cleansing and drying the 
eor canal, Otamylon (2 or 3 drops or 
moistened wick) is applied three or four 
times daily. 


Supplied: 
Otamy:on—bottles (15 cc.) with dropper. 
Otamylon ¢ Hydrocortisone—15 cc. com- 
bination package to be mixed prior to 
dispensing. 


BACTERICIDAL 
FUNGICIDAL 
ANALGESIC 
HYGROSCOPIC 


Ofamylon is a clear, odorless, 
sterile, viscid liquid containing: 
Sulfamylon® HCI ............ ..5% 
Benzocaine ... .............. 
Anhydrous glycol q.s. 100 


Otamylon with Hydrocortisone: 
Same fermula with 0.02% 
hydrocortisone. 


Otomylon ood Svilemyton (brond of molenide}, trodemarks reg, U. Pot. 
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NEW pittinc 


PILLING “DURALITE” TRACHEA and LARYNGECTOMY TUBES 


Constructed of lightweight, non-irritating 
nylon, the thin wall and good “fit” insure 
maximum lumen. Tubes follow the “Jackson 
Curve.” If necessary, tubes can be shortened, 
as friction point keeping inner tube in place is 
at proximal end. Available in most often needed 
sizes ; easily cleaned — boilable or autoclavable. 


TRACHEA TUBES 


BR 4183—No. 3 .......$6.00 
4184—No. 4....... 6.00 
4185—No.5....... 6.00 
4186—No.6....... 6.00 
4188—No.8:...... 9.50 

LARYNGECTOMY TUBE 
BR 4627—No.8....... 9.50 


The HOLINGER “Hour-Glass” Anterior Commissure Laryngoscope 


designed for | 

Paul H. Hollinger, M.D., Chica 
The proximal and distal portions of 
this scope are flared ; the narrow center 
section is at point of greatest contact 
with both upper and lower teeth when 
laryngoscope is in position of optimum 
laryngeal exposure. View of anterior 
commissure is obtained with minimum 
of anterior lift necessary to elevate the 
epiglottis. Small infant lights and light 
carriers further reduce the external 
diameter. Single or double illumination 
is available. 


F 


Prices f.0.b.- Factory Philadelphia and subject to change without notice. 


Order Direct from 


GEORGE P. PILLING «& SON Co. 


3451 Walnut Street + Philadelphia 
Pilling New York Office — 4 W. 56th St., N. Y. 19, N. Y., Circle 5-8125 
Other Offices: Columbus, Ohio — Atlanta, Georgia —— Los Angeles, Calif. 
CABLE ADDRESS: Surgical-Phila. 
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PRY 


ry two.days to one week ° highly tent— 
ag its ‘fail ° two topical dosage forms — 


DICH LORPHENA MIDE 


RELIANCE 


No. 660 
MOTOR HYDRAULIC 
EENT CHAIR 


Never before such a trim, smart, uncluttered chair 
with that professional appearance! 


So easy to operate, so fool- 
proof, so comfortable that 
it is certain to please 

both doctor 
and patient. 


Factory-sealed hydraulic 
mechanism . . . single 
pedal raises and lowers 
from either side 

of chair. 


So functional, 
so characteristically 
RELIANCE-engineered, 
such inbuilt quality! 

And all at a 

surprisingly moderate price. 


See your Reliance dealer 
or write for brochure. 


SSSSSSSSS SS SS SVs 


F. &G F. KOENIGKRAMER CO., Dept. T-2, 96 Caldwell Drive, Cincinnati 16, Ohio 
Please send me No. 660 Brochure 


NAME 
ADDRESS 


DEALER 


| 


Through the Years — RELIANCE quality tells 


KOENIGKRAMER CO, 
Dept. T-2, 96 Caldwell Drive, Cincinnati 16, Ohio 


at 
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THERAPY : Bis<r imate 


E: 6/10/60 168 
sex: MAGE: days dura- 
PA with severe sore pharyngeal 
enalations fiery red; temP 
gr 


s. Cultures 
Subacute granular 
rnea. 
neg. for pathogens - 


.d. 
THERAPY BISTRIMATE TABS 2 t.i 


ile and 
tient afebr 
. 6/17/60 -- PS hagia 
DATE: gore throat and 
asymp od in 3-4 days. Pharyn* 
No side reactions reported. 
norma - 
charged. 


bismuth sodium 


> 


- EFFECTIVE - ECONOMICAL 


Preliminary tissue studies indicate that Bistrimate has an antiviral effect on 
Adenovirus type 3 and Adenovirus type 7 ' 


SUPPLIED: Bottles of 100 and 1000 tablets 
Consult literature and dosage information, available on request before prescribing 
SMITH, MILLER & PATCH, inc 


FINE PHARMACEUTICALS 


1. Reports on file, SMP Medical Department 
902 BROADWAY. N.Y. 10 


*Reg. U.S. Pat. Off. 
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PUT THESE SIX 
EXPERTS TO WORK 
FOR YOU 


THE AQUEOUS VEINS: Biomicroscopic 
Study of the Aqueous Humor Elimination 
by Karl W. Ascher, Univ. of Cincinnati. 
In 1941 Doctor Ascher discovered the 
anatomic ocular structure known now as 
aqueous veins. Since his initial report, a 
series of significant articles on this sub- 
ject have appeared under his authorship, 
finally culminating in the masterly work 
at hand. In it will be found the complete 
story of aqueous veins to date, supported 
by overwhelming scientific evidence of 
their existence, of their function in health 
and disease, and of their significance for 
the future solution of the problem of 
glaucoma. Pub. March 61, 352 pp., 139 
il. (3 full color plates), (Amer. Lec. Oph- 
thalmology) 


RADIATION THERAPY IN THE MAN- 
AGEMENT OF CANCERS OF THE 
ORAL CAVITY AND OROPHARYNX 
by Gilbert H. Fletcher and William S. 
MacComb, both of Univ. of Texas. With 
the collaboration of Alando J. Ballantyne. 
Physics Section by Robert J. Shalek and 
Marilyn A. Stovall. This informative 
manual has evolved from nearly a decade 
of formal instruction to residents of 
radiotherapy and to radiological physi- 
cists. Covers in detail clinical principles 
underlying management with special em- 
phasis on clinical varieties, integration 
of radiation and surgery, patient care, 
and management of complications. Pub. 
April 61 (Amer. Lec. Radiation Therapy) 


CANCER OF THE NASOPHARYNX: 
Its Natural History and Treatment by M. 
Lederman, Royal Marsden Hospital. Of 
interest to all concerned in the diagnosis 
and treatment of malignant diseases of 
the head and neck. Contents: The Clin- 
ical Material; The Anatomy of the Naso- 
pharynx in Relation to the Origin and 
Spread of Cancer; Mode of Spread of 
Nasopharyngeal Cancer in Relation to 
Presenting Symptoms; Pain as a Symp- 
tom in Nasopharyngeal Cancer; Radiologi- 
cal Appearances; Histology and Pathol- 
ogy, Treatment Principles; Radiotherapy 
Techniques; Complications of Radiother- 
apy and Their Prevention; Results of 
Treatment. Pub. Feb. °61 (Amer. Lec. 
Radiation Therapy) 


OPTICS: An Introduction for Ophthal- 
mologists by Kenneth N. Ogle, Mayo 
Clinic. A concise exposition of the basic 
facts of geometric optics specifically as 
applied to modern ophthalmic optics. Dr. 
Ogle is eminently qualified to write such 
a text. He is well known for his outstand- 
ing research contributions in optics and 
visual physiology. The material is pre- 
sented in such a way as to meet directly 
the needs of the student ophthalmologist 
in his preparation for study of the re- 
fraction of the eye and as a background 
for his understanding of physiologic 
optics and visual physiology. Pub. Jan.’61 


NEURAL MECHANISMS OF THE 
AUDITORY AND VESTIBULAR SYS- 
TEMS, edited by Grant L. Rasmussen 
and William F. Windle, both of the Na- 
tional Institute of Neurological Diseases 
and Blindness, Bethesda, Maryland. This 
conference represents the tenth in a se- 
ries of such meetings called by the Na- 
tional Institute and designed to provide 
stimulus and encouragement in an impor- 
tant field of research. Publication of the 
proceedings provides a unique and stimu- 
lating exchange of knowledge between 
thirty-two scientists throughout the 
world who have a common interest in the 
ear and its mechanisms. Pub. Feb. ’61, 
228 pp., 179 il. $8.75 


GENETICS AND OPHTHALMOLOGY 
by P. J. Waardenburg, Univ. of Utrecht 
and Leyden; A. Franceschetti and D. 
Klein, both of Univ. of Geneva. It is 
many years since the plan was conceived 
to publish a work embodying the latest 
developments in the field of ophthalmo- 
genetics. Partial contents of this unique 
atlas includes: Genetics and the Human 
Eye; Eyebrows and Eyelids; Affections 
of the Conjunctiva Palpebrae et Bulbi; 
Lacrimal Apparatus; Orbital and Inter- 
Orbital Region; Eye, Orbital Region and 
Face; Anomalies of Presumably Periph- 
eral Origin of the Extra-Ocular Muscles; 
Cornea; Sclera; The Anterior Chamber; 
Uveal Membrane; The Lens; Congenital 
Anomalies of the Shape and Site of the 
Lens; The Vitreous Body. Pub. June ’61, 
1040 pp., 650 il. (with 60 pages in full 
color), 340 diagrams 


Send for our 1960-61 catalog 
of over 1250 titles 


CHARLES C THOMAS * PUBLISHER 
301-327 East Lawrence Avenue 
Springfield Illinois 
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BAUSCH & LOMB ASKS: 


“why not every lens a 


protective lens’” 


Yesterday’s luxuries become today’s neces- 
sities. That's how progress is made. 

Perhaps today it should be as proper for a 
practitioner to recommend impact resistant 
ophthalmic lenses in every pair of glasses as 
it is for him to prescribe the glasses in the 
first place. 

There are literally thousands of rulings on 
state and local statute books which we now 
take for granted, but which were put there to 
protect us from careless acts and from short- 
comings of equipment and materials which 
might endanger health, life and limb. Insur- 
ance company records show such rulings are 
usually sound. They benefit all—maker and 
user, merchant and customer, doctor and 
patient. 

Bausch & Lomb has pioneered the field of 
eye safety. Out of these studies have come 
three advanced products which afford many 
times the security of ordinary dress lenses. 


BAUSCH & LOMB 


Made in USA by the makers of quality eyewear, Ray-Ban Sun Glasses. Balo- 
matic Projectors, scientific instruments, Binoculars, microscopes, rifle sights 


1. Toughening service for regular Orthogon 
dress lenses of a nature vastly superior to 
that of years past. 


2. “Industrial Thickness” 
(3 mm) lenses, for use 
in occupations involv- 
ing constant eye hazard. 


3. Enduron allyl ester plastic lenses—which 
have the added advantage of lightness. 


Your B&L Supplier is prepared to demon- 
strate the impact resistance as well as the 
optical properties of all these lenses. Your 
inquiry will be most welcome. 


This 16-page folder gives 
a full account of our 
recommendation 

on eye protection. 
Mail this coupon 
for your free copy. 


PRop 
Leng 


91513 Lomb Park 
Rochester 2, New York 


Please send me a copy of your brochure 
“Every Lens a Protective Lens”—B-1212. 
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Blade Breaker and Holder 


CASTROVIEJO 


E-1076 The Castroviejo blade breaker and holder is designed for 
grasping pieces of razor blade to be used as a scalpel. The end 
of the razor blade is inserted into the jaw of the forceps and the 
forceps is locked with a slide catch. Pressure is applied by the 
thumb against the rounded back of the breaker. A twisting 
movement of the handle toward the thumb breaks the blade into 


a perfectly shaped miniature scalpel. 


The flat, wide jaws of the breaker then form a heavy backbone 
for the wafer thin blade. The round handle makes the knife very 
adaptable to various positions. $43.50 


STORZ INSTRUMENT COMPANY « «+ «+ 4570 Audubon Ave., St. Louis 10, Mo. 
New York Showroom: 157 East 64th St.— at Lexington Ave. 
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Catalogue sent on request 


1901-1905 Beverly Bivd. Los Angeles 57, Calif. 


ESTABLISHED 30 YEARS 


A NEW formica covered cabinet for 
the Ophthalmologist which can be 
used for both TREATMENT and RE- 
FRACTION. Features—(1) pull down 
plastic covered curtain to protect 
the lenses and medication, (2) an 
illuminated lens tray [when tray is 
pulled forward it drops down to a 
convenient angle and when pushed 
backward returns to its horizontal 
position], (3) two cradles to take 
care of your ophthalmoscope and 
retinoscope. Mercury switch auto- 
matically turns on instruments, 2.5, 
6-8, and 12 volts available on order, 
(4) pull out writing shelf and large 
drawer on heavy duty roller slides. 
Price does not include glassware, 
lenses, ophthalmoscope or retino- 
scope. PRICE $250.00. 


CHAIR: Upholstered, reclining, ad- 
justable headrest, can be raised or 
lowered by large ball-bearing wheel; 
can be locked in any position; ele- 
vation 18 to 24”. $175.00 in 
brown, green or black. Other colors 
available at $5.00 extra. 


STOOL: Upholstered; with or without 
backrest; ball-bearing casters. $20.00. 
$26.00 in brown, green or black. 
Other colors available at $! extra. 
LIGHT: Self-adjusting friction clutch 
controls vertical movement; goose- 
neck controls lateral and anterior- 
posterior movement, chrome finish. 
Chair mounted, Mdl. “C” $22.00, 
Wall mounted Mdl. “W” $25.00. 


F.O.B. Factory 


(Refractor and Bracket 
not available at present) 


Opnthaimic Suspension 1% Ophthalmic Ointment 1% 
Opnthaimic Ointment 1% with Hydrocortisone 1.5% 


Opnthaimic Powder (Sterilized 25 mg., 
with sodium chioride 62.5 mg., 
and sodium borate 25 mg.) 


ACHROMYCIN 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QQ 


Tetracycline Lederle 


a standard in local antibiotic therapy 
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A COMPLETE TREATMENT ROOM IN A SMALL AREA 


The wall mounted treatment cabinet, treatment chair, cuspidor with suction shown above ore contained in 
a 5 x 6 ft. space. Note the comparative absence of visible plumbing and electrical wires. Although this 
equipment may be used conveniently in a small area it need not be confined to this space. The floor type 


cabinet can be substituted for the wall mounted type. A number of room arrangements will be furnished 
on request. 


WALL MOUNTED TREATMENT UNIT: Covered with stainless steel. Contains: air regulator with gauge, 
tubing, cut-off and air filter; masopharyngoscope rheostat; push button; cautery transformer and rheostat; 
otoscope transformer ond rheostat. transilluminotor complete with rheostat, cord, handle lamps, antrum 
and frontal tips; metal covered drawers are on nylon runners; a pull-out writing shelf; bakelite covered 
work table 21” x 12”; space for five spray bottles, twelve solution bottles, shelf for cotton jars; pocket for 
history and prescription cards; spray bottle heater. Presents an attractive appearance and will not tarnish 
and is easy to keep clean. Price complete without glassware $195.00. Without air but with electrical 
equipment $165.00. With air equipment only $150.00. Without either air or electrical equipment $115.00. 
Complete set glassware $48.00. Otoscope head, coiled cord and handle $29.50 complete. 


FLOOR TYPE TREATMENT UNIT: Essentially the same as our wall mounted unit but designed for the 
physicion who desires o movable floor type cabinet (glides are furnished if roll-around is not desired). 
May be obtained with built-in pressure-suction. No. 501 DeVilbiss pumps are used. 

CHAIR: Can be placed in horizontal position, will not tip in this position; 


; raised and lowered by large hand 
wheel 18” to 24”; paper covered headrest removable; chair locks with foot-pedal; bokelite arm-rests re- 
movable. Back locks rigidly in any position. Chair as shown but less light, in colors brown, green or black 
$175.00 (other coiors available at $5.00 extra). By adding a footrest ond turning handle chair can be 
used for turning tests. This additional equipment is easily and quickly removable. Add $30.00. (Specify 
turning chair.) 

COMBINED SUCTION AND CUSPIDOR: Designed to eliminate the cost of installing a separate suction. 
The apporotus is 12” wide and projects 13's” from the wall. The flushing rim and the suction is furnished 
with a vacuum breoker and should meet all plumbing requirements. Stop and trap not furnished. Available 
in ivory, green and white. Price $103.00. 


INSTRUMENT TABLE: Table top size |1” x17”, heavy base of procelain enamel on casters, standard is 
chromium plated, table stainless steel. Single deck $34.00, double deck (as shown) $40.00 


EXAMINING LIGHTS: Chair mounted light, a flexible goose-neck lamp which can be moved up or down, 
this lomp may aiso be mounted on the wall as shown. Chair mounted Model C $22.00. Wall mounted 
Model W $25.00. A telescopic liqght attached to the ceiling or may be attached to the baseboard in back 
of chair. Available in 4, 5, 6 and 7 ft. (extended). 4 ft. $17.50 ‘(add one dollar per additional ft.). 


LIGHT SHIELD: Takes an ordinary 100 watt lamp. Will not burst, spot can easily be rotated. $5.00. 


PHYSICIAN’S STOOL: A soft upholstered stool with easy running ball bearing stem casters (shown). $20.00. 
Stool with back, $26.00. Colors as listed for treatment chairs. 


All Prices are F.O.B. Los Angeles, Calif. 
Slightly Higher Outside of U. S. 


Surgical — Mechanical -— Research, In 
ESTABLISHED 30 YEARS 


1901-1905 Beverly Blvd. SMR Los Angeles 57, Calif. 


(See ad Vol. 64, No. 4, July-August 1960, for complete J-6 Series Treatment Cabinets.) 
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REPLACEABLE BLADE 


‘UNIFORM © STURDY 


DEPENDABLE \ 


SURGICAL KNIVES BY 


WALTHAM S34 MAS 


This trademark symbolizes 
Benson’s continuing 
Pledge of Quality 


It’s your assurance of receiving the highest-quality materials available 
.. . processed with the latest precision instruments and equipment... 
by skilled optical craftsmen! 


Giving you this BRx Quality Service is Benson’s contribu- 
tion to help you build and maintain a successful practice — 


BENSON OPTICAL COMPANY 


Executive Offices + 1812 Park Ave., Minneapolis / specia/ists in prescription optics since 1913 


COMPLETE LABORATORIES CONVENIENTLY LOCATED IN UPPER MIDWEST CITIES 
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acute conjunctivitis before treatment 


truly soluble —for fast relief of inflammation 


0.1% OPHTHALMIC SOLUTION 


clinical photographs 


¢ unexcelled steroid activity in true 


® solution for peak effectiveness... 

| eG PCa ron 4 maximal contact at the site of the 

| lesion e superior patient comfort— 
DEXAMETHASONE 21-PHOSPHATE—NEOMYCIN SULFATE 


no irritating particles e quick-acting, 
INDICATIONS: Trauma—mechanical, chemical or thermal; inflammation 


of the conjunctiva, cornea, or uveal tract involving the anterior seg- broad antimicrobial activity. 
ment; allergy; blepharitis. 


. id th hould j Additional information is availabie to physicians on request. 

NeoDECADRON and DECADRON are trademarks of Merck & Co., INC. 
NeoDECADRON is also available as the ophthalmic ointment (.05%). 
Ointment and solution are available with dexamethasone 21-phos- 


phate alone: DECADRON® Phosphate Ophthalmic Solution and M ER CK SHARP & DO H ME 
DECADRON Phosphate Ophthalmic Ointment. Division of Merck & Co., INC., West Point, Pa. 


4 days after treatment 
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RETINOPATHIES 


RETINOPATHIES 


LIPOTRIAD 


3 have repeatedly justified the. 
routine use of LIPOTRIAD as accepted thefapy 
for certain vascular retinopathies. — | 


r r many cases in which progressive loss, of 


onisa = of increasingly grave: 


‘improvement of the central vision. 
we in his studies of 130 eyes, 
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ophthalmic products 
with distinctive advantages... 


e their wide-spectrum bactericidal activity includes 
ALL clinically isolated strains of Pseudomonas aeruginosa, 
a serious invader noted for the rapidity of its destructive powers. 


e their component antibiotics rarely sensitize. 


OPHTHALMIC SUSPENSION 


Polymyxin B-Neomycin with 1% Hydrocortisone 


Available in bottles of 5 cc. with sterile dropper. 


ANTIBIOTIC OINTMENT 


Polymyxin B-Bacitracin-Neomycin with 1% Hydrocortisone 


Available in % oz. ophthalmic tubes. 


ANTIBIOTIC OPHTHALMIC SOLUTION 


Polymyxin B-Gramicidin-Neomycin 
Available in bottles of 10 cc. with sterile dropper. 


ANTIBIOTIC OINTMENT 


Polymyxin B-Bacitracin-Neomycin 
Available in * oz. ophthalmic tubes. 


Complete information available on request. 


BURROUGHS WELLCOME & CO. (U. S.A.) INC., Tuckahoe, New York 
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NEW ORLEANS ACADEMY OF OPHTHALMOLOGY 


The Eleventh Annual Meeting of the New Orleans Academy of Ophthalmology will 
be held in the Roosevelt Hotel, 123 Baronne Street, New Orleans, Louisiana, 
February 20-24, 196). 


Symposium — STRABISMUS 
PANEL 
David Cogan, M.D. John Henderson, M.D. 
Goodwin Breinin, M.D. Edmond Cooper, M.D. 
Arthur Jampolsky, M.D. Marshall Parks, M.D. 


Harold Brown, M.D. 
The registration fee of $75.00 includes associate membership in the Academy for 
the year 1961 and all other features of the meeting. Hotel reservations should be 
made early by writing directly to the 


EXECUTIVE SECRETARY, P. O. BOX 469, NEW ORLEANS, LA. 


Concentra ® 
Corneal Lenses 


Lacrilens ® 
Molded Lenses 


Solutionless 
Contact Lenses 


Trial Sets 

Prism 

Contact Lenses 
Cylindrical 
Contact Lenses 
Microscopy Lenses 


Colored 
Contact Lenses 


Tinted 


in contact lenses it’s Obrig 
Contact Lenses for everything in sight 


Wetting Solutions A pioneer in plastic contact lens development and 
Molding Shells manufacture, Obrig Laboratories maintains leadership in 
the contact lens field through continuous, imaginative 
agg ; research. In experience, facilities, and range of products 
Adjusting Equipment and services, Obrig will not be surpassed. The list 


Molding Equipment 


and Supplies of Obrig products is a growing one; to its customers 
Textbooks Obrig offers consultation and assistance in problem 
fitting cases. In contact lenses — 
it’s Obrig for everything in sight. 


OBRIG Laboratories Inc., 75 East 55th Street, New York 22, N.Y. ¢ Plaza 8-0960 
Sarasota, Florida; Boston, Massachusetts; Phoenix, Arizona. Foreign Branches: Montreal, Canada; 
Johannesburg, South Africa; San Jose, Costa Rica; Caracas, Venezuela; Mexico, D.F., Mexico 


THE TEMPORAL BONE BANKS program has been established 
to provide a channel through which individuals may bequeath 
their temporal bones to science. 


Write to the 


AMERICAN ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
15 Second Street S$.W., Rochester, Minn. 


THE DEAFNESS RESEARCH FOUNDATION 
310 Lexington Avenue, New York 16, New York 
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TO CONTROL ALL THE GLAUCOMAS SAFELY | 


-EPITRATE 


stabilized no methylcellulose 
fully active — no wetting agents 
single strength no additives 


THE. PERFECTED 


Sterile fluorescein applicator 


For delineating corneal injuries. 


disposable single dose 


guarantees For determining site of 
sterility and stability intraocular injury. 
AT THE MOMENT OF USE For applanation tonometry. 


OPHTHALMOS, Inc. 


100 VARICK ST. NEW YORK 13 WN Y. 


_IN CANADA: DOHO- CHEMICAL CO., LTD., MONTREAL 3 
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You can prescribe lodo-Niacin in 
full dosage for a year or longer with- 


out any danger of iodism.' 
lodo-Niacin tablets contain potas- 


sium iodide 135 mg. with protective 
niacinamide hydroiodide 25 mg. Rec- 
ommended dosage, 2 tablets three 


times a day. 
The principal indications for lodo- 


Niacin include arteriosclerosis! , bron- 
chial asthma, chronic bronchitis?, 


simple colloid goiter, sinusitis?, ret- 


inal or vitreous hemorrhages®, and 


vitreous floaters." 
In emergencies, lodo-Niacin ampuls 


are available for intramuscular or in- 


travenous injection. 
lodo-Niacin® tablets, slosol coated 


pink, are supplied in bottles of 100. 
Ampuls 5 cc. in boxes of 10. 


TABLETS AND AMPULS 


Am. J. Digest. Dis. 22:5, 1955. 
Southwestern Med. 40:120, 1959. 
Am. J. Ophth. 42:771, 1956. 

M. Times 84:741, 1956. 


CHEMICAL COMPANY 
3721-27 Laclede Avenue 


LLS. Patent Pending St. Louis 8, Mo. 
COLE CHEMICAL COMPANY AA-2 
| 3721-27 Laclede Ave., St. Louis 8, Mo. | 
| Gentlemen: | 
: Please send me professional literature and samples of IODO-NIACIN. | 
| 
| M.D. | 
Street | 
| City Zone State | 


= 
he 
Mares 
i 
= 
: 
: 
rir 
ins 
re 
eerie 
i 
i 
< 
Sule 
is 
: 
‘ 
eat, 


R Master Phoroptor makes refractions easier for you 
and more pleasant for your patients 


L-VUE VERGENCE: Your patients always look at the near 
oint test directly through the system, on center...no oblique 
riewing or partially overlapping fields. 


UTOMATIC PICK-UP: You'll appreciate the automatic pick-up 
of sphere power from one dial and the 6.00 diopter built-in 
ylinder range which will let you handle 99% of your patients 
without resorting to accessories. 


ROTO-CHART: Rugged washable Roto-Chart gives you 12 near 
>oint tests...simply dial desired test into position. 


American ®&) Optical 


TRI-LOUPE TURRET: Exclusive Tri-Loupe turret features all 
three loupes in a single plane close to the main viewing aper- 
tures... provides easy selection and wide field of view. 


AMERICAN BEAUTY COLORS: Finished in coral, jade green 
and ivory tan, you can have an Rx Master Phoroptor to match 
the American Beauty styling and color of your AO chair and 
stand...a striking addition to your examining room equip- 
ment and decor. 


Dept. 0255 


[ Please send complete information on the Rx Master | 
Phoroptor. 

.) Please have my AO Representative arrange a demon- 
stration. 


| Name 
| Address___ 
City 


IN CANADA write— American Optical Company Canada Ltd., Box 40, Terminal A, Toronto, Ontaric 


COMPANY 


INSTRUMENT DIVISION, BUFFALO 15, NEW YORK 
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JARDON 


Plastics Research Corporation 


TEMPORARY PLASTIC 
CATARACT GLASSES 


w exhilaration \ 

wonder why 
the big do ve an. 


Mand. se al rea) 


Z locone Mount: 
srm up for the 


A new type of temporary cataract lens is available. 
The lens is a pressed hard plastic made up as a 
+ 10.50 plain sphere ina plastic frame. The lenses 
have good resolving power, a hard finish and are 
extremely light. They are also made up asa + 10.50 
sphere with a + 3.00 add. Both the bifocal and 
plain spheres are available in either clear or a 


medium filter. 


They have been extremely satisfactory in all post- 
operative cataract cases whether monocular or 


binocular. 


The lenses will soon be available ina + 13.50 sphere 
with a +3.00 add along with the existing powers. 


The prices of these Cataract glasses are as follows: 


905 KALES BUILDING 
DETROIT 26, MICHIGAN 
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In selecting a HEARING AID... 


ZENITH recognizes 
a double responsibility 


...to the Patient...to the Physician and Clinical Audiologist 


and accepts it completely 


Zenith is guided by two important obligations in filling its role in the 
correction of hearing loss: ¢ The responsibility for providing the correct 
instrument for the Patient’s requirements ¢ The fulfillment of the Phy- 
sician’s and Audiologist’s trust in our instruments and skills. 


Zenith meets these obligations 3 vitally important ways! 


1. Wide Variety of Hearing Aids! This permits the selection of the ex- ° 
act Zenith instrument to meet the patient’s needs. From smartly 
styled eyeglass models—to cleverly contoured “behind the ear” styles 
—to highly efficient conventional types, there’s a Zenith “Living 
Sound” Hearing Aid for every need, every budget! 


2. World Famous Zenith Quality and Performance! To guard the per- 
formance and dependability of every Zenith Hearing Aid, maximum 
care is taken in the manufacture of every unit—and a series of critical 
inspections are made before any instrument is delivered! 


3. Servicing Facilities Unmatched in the Industry! To assure maximum 
performance for your patients through the years, Zenith maintains 
four factory service centers strategically located across the nation, 
plus many factory-trained technicians in our dealers’ place of busi- 
ness. Instruments received at these service centers are serviced by 
the finest craftsmen in the industry—and on their way back to owners 
within 48 hours! 

When you consider a Zenith Hearing Aid, you can be assured your 
patient will receive every benefit possible —from the understanding, 
skilled assistance of Zenith dealers to instruments of finest quality 
and performance — backed by the world leader in TV and radio. 


“—e- WRITE FOR INFORMATION TODAY! -— 
Hearing Aid Division, Zenith Radio Corp., Dept. 410, 
6501 W. Grand Avenue, Chicago 35, Illinois 


Please send me the 
Zenith ‘‘Living A®DREss 
HEARING AIDS Sound’’ Hearing 


Aids. 


NAME 


STATE 
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to make the most of your talents and techniques... 
Michelson-Sequoia Surgical Air Drill 


Revolutionary new explosion-proof safety, and vibration-free 
bur speeds of 0 to 60,000 RPM under fingertip control, are ma- 
jor features. Operates from any suitable source of compressed 


air. New miniature high speed cutter (inset) is a valuable 
adjunct for delicate drilling and grinding on the stapes itself. 
It both drills and cuts sideways. Write for complete details. 


MUELLER & CO. 


Fine Surgical Instruments and Hospital Equipment Since 1895 


330 S. HONORE STREET, CHICAGO 12, ILLINOIS 
DALLAS « HOUSTON e LOS ANGELES e ROCHESTER, MINN. 
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REVOLUTIONARY NEW MANUFACTURING TECHNIQUE! 


The Plastic Contact Lens Company announces another definite step for- 
ward in the fabrication of contact lenses. Through extensive and exhaus- 
tive research we have developed: 


NET 


PATENT PENDING 


This revolutionary new Wesley-Jessen Bonnet is a Semi-finished slug. 
itis the most progressive step taken in the manufacture of contact lenses 
to this date. Now it is possible to produce a far superior lens. 


e Prism Free-—Semi-jinished slug is self-centering. 
e No Ghost Images—Centers of all surfaces are exactly aligned. 
e Closer Tolerance in Thickness—No pitch or adhesives are used in blocking. 
e Power Control—Lenses may be checked and repositioned exactly. 
e No Aberration— Minimum stress or strain at lens surface. 


We are offering the Wesley-Jessen Bonnet System to the entire industry. If your supplier has not 
heard of this, you could be of tremendous service to him by suggesting he write for further details. 


THE PLastic @ conract LENS COMPANY 


5S South Wabash Avenue, Chicago 3G, Illinois 
Attention: Edward Lenzen 
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URGENT REQUEST 


The Uveitis Laboratory, University 
of California Schoo! of Medicine, San 
Francisco, is vitally interested in ob- 
taining freshly enucleated eyes from 
patients with all types of uveitis and 
other endogenous inflammations. At- 
tempts are being made to _ isolate 
etiologic agents from these eyes. 


The eyes should be placed in a 
sterile bottle, packaged with the his- 
tory and findings, and shipped as 
quickly as possible. Please send speci- 
mens special delivery, collect, and 
mark the package ‘Fresh Tissue Spe- 
cimen—Rush.”’ Do not freeze or use 
preservatives of any kind. 

A report of isolations of organisms 
and pathologic findings, including a 
slide, will be sent to the contributor. 
Credit will be given in any resulting 
publications, if desired. 


Telegraph collect if specimen is being 
sent. Send eyes to... 

Samuel J. Kimura, M.D., 
Michael J. Hogan, M.D., or 
Phillips Thygeson, M.D. 
University of California 
School of Medicine, San Francisco 22 


NEW! 


“Glide Action” — 
TROMBOLITE 


Completely Adjustable 
Illumination! 


REVOLUTIONARY NEW TROMBOLITE puts more and 
better light right where you want it. Blends 60-watt 
incandescent and 22-watt fluorescent in one fixture 
for perfect ‘’Vision-Aid” lighting (‘either lamp can 
be used separately too). Arm rotates full 360°, 
extends from 25 to 39 inches, tilts to any desired 
angle, stays put in any position. Reflector tilts and 
swivels in any plane. It’s the most versatile lighting 
fixture ever devised—a boon to the professional! 
man. Shipped prepaid, complete with lamps. 


Desk model, illustrated. Prepaid........... $39.95 
Ciamp-On, Wall Bracket, or Screw-down model 34.95 


BARNETT Optical Laboratories 
3120 North Cicero Ave., CHICAGO 41, ILL. 


IMPORTANT 
NOTICE 


The Committee on the Conserva- 
tion of Hearing urges any member 
of the Academy who encounters a 
case of hearing impairment follow- 
ing administration of a drug, in- 
cluding an antibiotic, to report this 
to the American Academy of Oph- 
thalmology and Otolaryngology, 15 
Second Street S.W., Rochester, 


Minnesota. 


AN EMPLOYMENT 
REGISTRY FOR SCIENTISTS 


in the basic sciences appertaining to 
OPHTHALMOLOGY and OTOLAR- 
YNGOLOGY has been established by 
the American Academy of Ophthal- 
mology and Otolaryngology. The 
Registry will aid in the placement of 
candidates completing training who 
desire academic and _ investigative 
positions, and in the replacement 
of those already in such positions. 

Since the Registry will be of con- 
siderable service to scientists in the 
fields of Ophthalmology and Otolar- 
yngology, it will be operated by the 
Academy without fee or obligation. 


For further information and registry forms, 
write to 


AMERICAN ACADEMY OF 
OPHTHALMOLOGY AND 
OTOLARYNGOLOGY REGISTRY 
W. L. Benedict, M.D., Executive Secretary 
i5 Second St. S.W., Rochester, Minn. 
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THERE ARE DIFFERENCES IN STEROID 
PREPARATIONS FOR THE EYE 


IN THE 
SUSPENSION 


IN THE 
PENETRATION 


IN THE 
VEHICLE 


ISOPTO’ CETAPRED 


Appearance of typical 
ophthalmic steroid prep- 
arations (400 x). 


"4 


Water soluble steroids 
provide surface action 
only. 


\ 


Simple aqueous vehicles 
are quickly washed from 
the eye. Contact time is 
1-2 minutes. 


98% of Alcon's predni- 
solone particles measure 
less than 5 u (400 x). 


Alcon's form of predni- 
solone provides surface 
action p/us corneal pene- 
tration. 


6-8 times longer contact 
is provided by Alcon’s 
methylcellulose vehicle 
for improved therapeutic 
response. 


sulfacetamide sodium.............10% 


Sterile Ophthalmic Suspension—5 cc. Drop-Tainer® packaging. 


ISOPTO” PREDNISOLONE & 


0.25% prednisolone, 0.12% phenylephrine 
HCl and 0.5% methylcellulose. Sterile Oph- 
thalmic Suspension--5 cc. 


packaging. 


Drop-Tainer 


ISOPTO" MYDRAPRED 


0.25% prednisolone, 1% atropine sul- 
fate and 0.5% methylcellulose. Sterile 
Ophthalmic Suspension—5 cc. Drop- 


Tainer packaging. 


GVO) ALCON LABORATORIES, INC., Fort Worth, Texas 
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TEACHING AIDS 


MANUALS 

PRICE 
OCULAR SURGERY, Conrad Berens and J. H. 1.00 
SLIT LAMP BIOMICROSCOPY, 1.00 
DESCRIPTION OF THE ORBIT, McCotter, Fralick and Henderson .......... 1.00 
THE INTERPRETATION OF VISUAL FIELDS, C.W. Rucker ............... 1.00 
REFRACTION, Daniel Snydacker and Frank W. Newell ...............55. 1.00 
PRINCIPLES OF OTOLARYNGOLOGIC PLASTIC SURGERY, Oscar Becker .... 1.00 
A GUIDE TO THE CARE OF ADULTS WITH HEARING LOSS, L. R. Boies, et al. 1.00 
VOCAL REHABILITATION, Friedrich S. Brodnitz ...................... 2.00 
EMBRYOLOGY OF THE HEAD AND NECK, Jack Davies ................ 1.00 


RADIOGRAPHIC ANATOMY OF THE TEMPORAL BONE, J. Brown Farrior ... 1.00 


ALLERGY IN OTOLARYNGOLOGY, F. K. Hansel and J. R. Anderson ...... 2.00 
EXAMINATION OF THE LABYRINTH IN RELATION TO ITS 
PHYSIOLOGY AND NONSUPPURATIVE DISEASES, 
NONSURGICAL COMPLICATIONS OF OTOLARYNGOLOGIC SURGERY, 
MONOGRAPHS 
HELPFUL HINTS FOR HANDLING THE HEARING HANDICAPPED, 
PHYSIOLOGY OF THE LARYNX, J. J. Pressman and George Kelemen ....... 50 


THE EMBRYOLOGY OF THE EAR, NOSE, AND THROAT, 

STRABISMUS: A SYMPOSIUM, Kenneth C. Swan, et al. 
REFRACTION DIFFICULTIES, Clarence A. Veasey, Jr. 


ABSTRACTS 


Set contains outlines, briefs of instruction courses as presented at Academy meetings. Unbound. 


TRANSACTIONS 
Subscription: Per year, bimonthly publication .................20-0000: $10.00 
BOUND VOLUMES 
FILMS — LANTERN SLIDES — FILM STRIPS 
THE EMBRYOLOGY OF THE EYE, a motion picture in color with sound. 
Availabie on one reel or in two parts on two reels with metal containers 
176 Lantern Slides from above film, 2 X 2, in color 
Mounted in glass, with wooden filing box ............0000eeeeee 125.00 
Mounted in cardboard, with plastic and plywood filing box ......... 75.00 
THE EMBRYOLOGY OF THE EAR, a motion picture in color with sound. On 
three reels with metal containers and mailing case ........ Per Print 500.00 


SEND ORDER WITH REMITTANCE TO 


W. L. BENEDICT, M.D., 15 SECOND STREET S.W., ROCHESTER, MINNESOTA 
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TRANSACTIONS 


AMERICAN ACADEMY 
0 
OPHTHALMOLOGY 


and 


OTOLARYNGOLOGY 


VOLUME 65 
196] 


LETTERPRESS IN U.S.A 
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President President-Elect 
DOHRMANN K,. PISCHEL LAWRENCE R. BOIES 


Executive Secretary-Treasurer First Vice-President 


WILLIAM L. BENEDICT FREDERICK T. HILL 


Second Vice-President Third Vice-President 


MAYNARD WHEELER LELAND HUNNICUTT 
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Secretary for Ophthalmology 


KENNETH L. ROPER Secretary for Otolaryngology 


CLAIR M. KOS 


Secretary for Instruction Secretary for Instruction 
Ophthalmology Otolaryngology 
A. D. RUEDEMANN and Mazillofacial Surgery 


EUGENE L. DERLACKI 


Secretary for Home Study Courses Secretary for Public Relations 
DEAN M. LIERLE GLEN G. GIBSON 
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American Academy of Ophthalmology and Otolaryngology 
THE COUNCIL — 196! 


Dohrmann K. Pischel, 
Lawrence R. Boies, 
Frederick T. Hill, 
Maynard Wheeler, 
Leland Hunnicutt, 
LeRoy A. Schall, Boston 

John H. Dunnington, New York 
Dean M. Lierle, lowa City 
William L. 
Kenneth L. 
( M. Kos, lowa C ity 


L). Ruedemann, 


San Francisco 
Minneapolis 
Waterville, Maine 
New York 


Pasadena 


Jenedict, Rochester, Minnesota 


Dean M. Lierle, lowa City 
Glen G. Gibson, Philadelphia 
Victor Goodhill, Los Angeles 
Edwin B. Dunphy, Boston 
Harry P. Schenck, Philadelphia 
Michael |. Hogan, San Francisco 


-e-P resident 
Past President 
Past President 
Past President 


{Executive Secretary- Treasurer 
)} Editor and Business Manager of the TRANSACTIONS 


Secretary for Otolaryngology 

Secretary for Instruction in Ophthalmology 
Secretary for Instruction in Otolaryngology 
and Maxillofacial Surgery 


Secretary Home Study Courses 


for Public Relations 
Councillor 
Councillor 
Councillor 
Councill 


COUNCIL COMMITTEES 


AND FINANCE 
Pischel, Chairman 
Lawrence R. Boies 
Victor Goodhill 
William L. Benedict 
RESEARCH AND FINANCE 
(Subcommittee of Executive, Research and Finance) 
eRoy A. Sch: all, Chairman 
Pischel William L. Benedict 


EXECUTIVE, RESEARCH, 
Dohrmann K. 
LeRoy A. Schall 
H. Dunnington 
ean M. Lierle 


Dohrmann K. 


rIViITIES 
Victor Goodhill, Chairman 
Edwin B. Dunphy Lawrence R. Boies 
Harry P. Schenck Frederick T. Hill 
Michael J. Hogan 


JUDICIAL 
Dohrmann K. Pischel, Chairman 
Victor Goodhill Harry P. Schenck 
Edwin B. i Michael |]. Hogan 


BoarD OF COUNCILLORS 

Victor Goodhill, Chairman 
Edwin B. Dunphy Michael J. Hogan 
Harry P. Schenck 


SECRETARIES 
Benedict, 
Fugene L. 
Dean M. 
Glen G. 


BOARD OF 
William L. 
Kenneth L. Roper 
M. Kos 
D. Ruedemann 


Chairman 
Derlacki 
Lierle 
Gibson 


PROGRAM 
Dohrmann K. Pischel, Chairman 
Lawrence R. Bowes Clair M. Kos 
Frederick T. Hill A. D. Ruedemann 
Victor Goodhill Eugene L. Derlacki 
William L. Benedict Dean M. Lierle 
Kenneth L. Roper Glen G. Gibson 


STANDING COMMITTEES 


Auptio-Visuat EpucATION 
M.D., Chairman 
M.D., ex officio 
M.D. 

M.D. 

M.D. 


CONSERVATION OF HEARING 
Dean M. Lierle, M.D., Chatrman 
SUBCOMMITTEES 


lowa City 
Rochester, Minn. 
*hicago 

Chicago 

Detroit 


Lierle, 


Dean M. 
W. L. Benedict, 
Derlacki, 


Eugene 
Kenneth L. Roper, 
D. Ruedemann, 


Executive 
Dean M. Lierle, M.D., Chairman 
Gordon D. Hoople, M.D., lice-chairman 


Iowa City 
Syracuse, 
ew York 
Minneapolis 
Haven, Conn. 


Lawrence R. Boies, M.D. 
Norton Canfield, M.D. New 
Howard P. House, M.D. os Angeles 
Raymond E. Jordan, Pittsburgh 
W. J. McNally, M. Montreal, Que., Canada 
Henry L. Williams, ochester, Minn. 
Editorial and Exhibit 
Henry L. Williams, M.D., Chairman Rochester, 
inn. 
Lawrence R. Boies, M.D. Minneapolis 
Norton Canfield, M.D. New Haven, Conn. 
Howard P. se, M.D. Los Angeles 
Raymond E., Pittsburgh 
W. |. MeNally, M.D. Montreal, Que., Canada 
Kinsey M. Simonton, Rochester, Minn. 
Hearing in Children 
Raymond E. Jordan, Pittsburgh 
lohn E. Bordley, Baltimore 


M.D., Chairman 
D. 
Victor Goodhill, M.D. Los Angeles 


Hollie E. McHugh, M.D. Montreal, Que., Canada 
S. Richard Silverman, Ph.D. St. Louis 
Toseph ‘ Sullivan, M.D. Toronto, Ont., Canada 
AY arcl 
McNally, M.D., Montreal, Que., 
Canada 

Merle Lawrence, Ph.D. Ann ree, Mich. 
John R. Lindsay, M.D. Chicago 
Scott N. Reger, Ph.D. Iowa City 
Harold F. Schuknecht, M.D. Detroit 
Juergen Tonndorf, M.D. Iowa City 


Hearing in Adults 
Lawrence R. Boies, M.D., Chairman 
Norton Canfield, M.D. New 
Raymond Carhart, Ph.D. on, 
Howard Carter, Ph.D. _ Chicago 
Edmund P. Fowler, Ir., M.D. New York 
Arthur L. Juers, Louisville, Ky. 
lames W. McLaurin, M.D. Baton Rouge, La. 
Joseph A. Sullivan, M.D. Toronto, Ont., Canada 
Noise 

Howard P. House. M.D., Chairman Los Angeles 
Hallowell Davis, M.D. St. Louis 
Meyer S. Fox, M.D. Milwaukee 
Aram G lorig. M.D., Research Director Los Angeles 
Gordon D. Hoople, M.D Syracuse, N. Y. 
Clair M. Kos, D 

Dean M. Lierle, 

C. Stewart Nash, ! 
Walter A. Rosenblith, 
Joseph C. Serio, M 


Edmund P. Fowler, M.D... Chairman New York 


(Chairman 


Minneapolis 
aven, Conn. 
Evanston, Il. 


Rochester, 
Cambridge, Mass. 


Buffalo, N. Y. 


Ph.D. 
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Hollie E. McHugh, M.D. ia 


Montreal, Que., Canada 
Kinsey M. Simonton, M. Roch 


ester, Minn. 


Juergen Tonndorf, M.D. Iowa City 
Eve BANKS 
R. Townley Paton, M.D., Chairman . New York 


John Harry King, M.D., Secretary 


IMPLANTS AND IMPLANT TECHNIQUES 
A. D. Ruedemann, M.D., Chairman Detroit 
Alston Callahan, M.D. 


Birmingham 
Norman L. Cutler, M.D. Wilmington, Del. 
Orwyn H. Ellis, } . Los Angeles 
Wendell L. Hughes, M.D. 
Byron Smith, M.D. New York 
Richard C. Troutman, M.D. New York 

Representatives from Eyemakers 

Lee Allen Iowa City 
Roger Alton Southbridge, Mass. 
Fritz Jardon _ Detroit 
Hugh Laubheimer Chicago 


OPHTHALMIC PATHOLOGY 
Michael J. Hogan, M.D., nen San Francisco 
F. Phinizy Calhoun, Ir.. M M.D. Atlanta, Ga. 
Tohn S. McGavic, M.D. Bryn Mawr, Pa. 
Theodore E. Sanders, M.D. St. Louis 
Consultant in Pathology at AFIP 
Lorenz Zimmerman, M.D. Washington, D. C. 


OTOLARYNGIC PATHOLOGY 
Paul H. Holinger, M.D., Chairman Chicago 
David D. DeWeese, M.D. Portland, Ore. 


Edmund P. Fowler, Ir... M.D. New York 
George Kelemen, M.D. Boston 
Francis Lederer, M.D. Chicago 
Tohn R. Lindsay, M.D. Chicago 
James W. McLaurin, M.D. Baton Rouge, La. 
George F. Reed, M.D. Boston 
Ben H. Senturia, M.D. St. Louis 


Consultant in Pathology at AFIP 
Samuel H. Rosen, M.D. Washington, D. C. 


RECONSTRUCTIVE PLASTIC SURGERY 
ohn Marquis Converse, M.D., Chairman .. New York 
Vendell L. Hughes, M.D., Co-Chairman _ New York 


Oscar Becker, M.D. Chicago 
Deane C. Hartman, M.D. Los Angeles 
Edgar M. Holmes, M.D. Boston 
William C. Huffman, M.D. Iowa City 
Charles E. Iliff, M.D. Baltimore 
Dean M. Lierle, M.D. Iowa City 


Merrill J. Reeh, M.D. Portland, Ore. 
Byron Smith. M.D. New York 
Sidney K. Wynn, M.D. Milwaukee 


RESEARCH IN OTOLARYNGOLOGY 
Gunnar O'Neil Proud, M.D., Chairman, Kansas City, 


Kan 
Richard Bellucci, M.D. New York 
Donald H. Eldredge. M.D. St. Louis 
Cesar Fernandez, Ph.D. Chicago 
Glorig, M.D. Los Angeles 


Tames F. Tergen, Ph.D. Evanston, Ill. 
Tohn A. Kirchner, M.D. New Haven, Conn. 
Merle Lawrence, Ph. D. Ann Arbor, Mich. 


Senturia, M.D. St. Louis 
Tuergen Tonndorf, M.D. Iowa City 
Hans von Leden, M.D. Chicago 

ScreENTIFIC EXHIBIT 
Kenneth L. Roper, M.D., Chairman Chicago 
Eugene L. Derlacki, M.D., Co-Chairman Chicago 


STANDARDIZATION OF TONOMETERS 

EZ. J. M.D., Chairman Cleveland 
Bernard ker, M.D. St. Louis 
Conrad Fag M.D. New York 
Hertha Binder, M.D. Cleveland 
W. Morton Grant, M.D. Boston 
D. O. Harrington, M.D. San Francisco 
Thomas H. Hodgson, M.D. Toronto, Ont., Canada 
Peter C. Kronfeld. M.D. Chicago 
Toronto, Ont., Canada 

San Rafael, Calif. 


John C. McC ulloch, “M.D. Toronto, Ont., Canada 


STANDING COMMITTEES — Continued 


ohn McLean, M.D. York 
obert A. Moses, M.D... Louis 
Posner, M.D. York 
Robert N. Shaffer, M.D. San Francisco 


SURGERY OF HEAD AND NECK 


George A. Sisson, M.D., Chairman _....... Syracuse 
Edwin W. Cocke, M.D. emphis 
Tohn J. Conley, M.D. New York 
John Daly, M.D. New York 
Paul H. Holinger, M.D. ........ Chicago 
W. Franklin Keim, M.D. East Orange, N. J. 
Francis L. Lederer, M.D. Chicago 
Tohn S. Lewis, M.D. New York 
Dean M. Lierle, M.D. Iowa City 
Toseph H. Ogura St. Louis 
oel J. Pressman, M.D. .....Les Angeles 

Johnson Putney, M.D. Philadelphia 
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TEACHERS’ SECTION 
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A. D. Ruedemann, M.D., Chairman ....Detroit 
Otolaryngology 
John A. Kirchner, M.D., Co-Chairman .. New Haven 


Representatives of the Academy to: 
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ADVANCEMENT OF SCIENCE 
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AMERICAN Boarp OF OPHTHALMOLOGY 
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AMERICAN BOARD OF OTOLARYNGOLOGY 
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George F. Reed, M.D Boston 


AMERICAN COLLEGE OF SURGEONS 
BoarD OF GOVERNORS 
James V. Bolger, M.D Milwaukee 
Shirley H. Baron, M.D. San Francisco 
Wendell L. Hughes, M.D. Hempstead, & A 


AMERICAN COMMITTEE ON OPTICs 
AND VISUAL PHYSIOLOGY 
Robert L. Tour, M.D. San Francisco 
James E. Lebensohn, M.D. Chicago 
Goodwin Breinin, M.D. New York 


AMERICAN ORTHOPTIC COUNCIL 
Frank D. Costenbader, M.D. Washington, D. C. 
Philip Knapp, , New York 
John W. enderson, M.D. Ann Arbor, Mich. 


AMERICAN STANDARDS ASSOCIATION 
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Edmund P. Fowler, Ir., M.D. New York 


AMERICAN STANDARDS ASSOCIATION 
COMMITTEE FOR STANDARDIZATION OF 
OPHTHALMIC LENSES 


Carl J. Rudolph, M.D. South Bend, Ind. 
Arthur C. Linksz, M.D. New York 


INTERNATIONAL ORGANIZATION 
AGAINST TRACHOMA 
Phillips Thygeson, M.D San Jose, Calif. 


NATIONAL COMMITTEE ON RESEARCH IN 
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Bernard Becker, M.D. St. Louis 
A. Edward Maumenee, M.D. Baltimore 


NATIONAL CONGRESS OF 


PARENTS AND TEACHERS 
Frank D. Costenbader, M.D. Washington, D. C. 


NATIONAL SOCIETY FOR 
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Address of the President 


OUR SPECIALTY BOARDS 
DEAN M. M.D. 


IOWA CITY, IOWA 


I wouLp like to thank you for the 
very great honor you have conferred 
upon me by namimg me your President. 


The American Academy of Ophthal- 
mology and Otolaryngology is, in my 
opinion, one of the finest organizations 
of its kind in the world. It has always 
been interested in the young physician. 
As an educational institution, it per- 
forms many services such as preparing 
and distributing pamphlets, manuals and 
motion picture films. In addition, it spon- 
sors instructional courses, scientific pro- 
grams and the Home Study Courses. 
The work of its many Council-appointed 
committees is well known, and it has 
always stimulated research in the fields 
of Ophthalmology and Otolaryngology. 


The purpose of this paper is to give 
you some general information regarding 
the American Specialty Boards and some 
of their affiliated organizations. The 
opinions expressed here are my own and 
do not reflect those of any Board or its 
individual members. 


I would like to review the founding 
of the ophthalmological and otolaryn- 
gological Boards and to give their orig- 
inal objectives as well as their objectives 
today. According to the Directory of 
Medical Specialists, in 1913 the Amert- 
can Ophthalmological Society, the Sec- 


Presented at the Joint Session of the Sixty-Fifth 
Annual Session of the American Academy ot Oph- 
thalmology and Otolaryngology, Oct. 9-14, 1960, 
Chicago. 


tion on Ophthalmology of the American 
Medical Association, and the American 
Academy of Ophthalmology and Oto- 
laryngology appointed a committee to 
report on the status of ophthalmic edu- 
cation in this country. In 1914, this com- 
mittee recommended that postgraduate 
courses two years in length be given in 
ophthalmology. This suggestion was ap- 
proved, and as a result in 1915, a joint 
Board representing each of the three so- 
cieties was formed. Thus, the first Spe- 
cialty Board was established and was 
known as the American Board of Oph- 
thalmology. This Board was incorporat- 
ed in 1917. In 1934, the plan of organ- 
ization expanded to include four rather 
than three representatives from each so- 
ciety. According to the minutes of the 
Academy, published in the TRANS- 
AcTIONS of 1922, 342 persons had been 
certified by that time. 


The American Board of Otolaryngol- 
ogy was organized in the following man- 
ner. A small committee appointed by the 
Academy to give examinations in oto- 
laryngology met for the first time in 
1916. In 1924 this committee was en- 
larged to include two representatives 
from each of the following national so- 
cieties: the American Academy of Oph- 
thalmology and Otolaryngology; the 
Section on Otolaryngology of the Amer- 
ican Medical Association ; the American 
Otological Society; the American Lar- 
yngological Association, and the Amer- 
ican Laryngological, Rhinological and 
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Otological Society. This group of ten, 
with the support of the above societies, 
became the American Board of Otolaryn- 
gology. In 1947 it was incorporated and 
its membership was increased to twenty- 
hve. The five societies still select ten of 
the members, while the other fifteen are 
chosen at large. 


As far as I can determine, the objec- 
tive of the two original committees was 
to provide a standard for membership 
in the special societies. Time will not 
permit a detailed account of the specific 
objectives of each of the other Boards, 
but generally speaking, these objectives 
are much the same as those stated by 
our own Boards. These objectives are: 
1. To elevate the standards of the spe- 
cialties. 


2. To determine the competence of the 
individuals seeking certification on a 
voluntary basis. 


3. To conduct examinations for candi- 
dates who appear before the Boards, 
and issue certificates to those who 
pass. 


4. To act as advisers of prospective 
students. 


5. To encourage opportunities for 1m- 
proved teaching and training. 


It is quite evident that very few peo- 
ple, other than Board members them- 
selves, know little about the Advisory 
Board for Medical Specialties. There- 
fore, | wish to quote from the Directory 
of Medical Specialists, the ninth edition, 
in regard to its origin, function, and oth- 
er general information which may be of 
interest to you. 


The Advisory Board was organized in 1933- 
34, to coordinate graduate education and cer- 
tification of medical specialties in the United 
States and Canada. 


LIERLE 
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an examin- 
sanction of 
specialty as 
well as that of its section of the American 
Medical Association. 


... It was clearly essential that 
ing Board must have the official 
the National societies in its given 


... At the Milwaukee session of the Amer- 
ican Medical Association in 1933, a resolution 
was adopted authorizing the Council on Medi- 
cal Education and Hospitals: (1) to formu- 
late standards of administration based in gen- 
eral on those of the American Boards of Oph- 
thalmology, of Otolaryngology, of Obstetrics 
and Gynecology, and of Dermatology and 
Syphilology and, (2) to recognize officially 
new Boards meeting these standards, this rec- 
ognition to be based upon previous approval 
and recommendation to the Council by the Ad- 
visory Board... . 


To further from the same 
source, the purpose of the Advisory 


quote 


soard 1s as follows: 
“This Board shall act in an advisory ca- 
pacity to such organizations as may seek its 
advice concerning the coordination of the edu- 
cation and certification of medical specialists.” 
Specifically, this represents an official effort to 
advance the standards and improve the meth- 
ods of graduate education and training in the 
medical specialties, with certification of men 
thus educated and trained who qualify as 
specialists in the various branches. The com- 
mon interest of the member organizations in 
these purposes is obvious. It is equally appar- 
ent that some fixed definition of specialties 
needed to be established, preferably on a grad- 
uate educational basis, that minimum standards 
of organization and conduct for new examin 
ing Boards should be fixed and that some 
official method of recognition be developed. 


The Constitution and Bylaws of the 
Advisory Board specifically state: 


There is no desire on the part of these 
Boards to interfere with any practitioners of 
medicine in any of their regular or legitimate 
activities. Their fundamental purpose is to en- 
sure to the public both lay and medical, and 
for its protection, that physicians claiming to 
be specialists with presumably special pro- 
ficiency in one or another branch of medicine, 
actually possess the qualifications they claim. 
_. . Suitable evidence of this is the ability of 
an individual to satisfy an examining Board 
about his training and then to pass the exam- 
ination for certification. 
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The Advisory Board is composed of 
two representatives from each of the 
existing specialties and representatives 
from the National Board of Medical 
Examiners, the Federation of State 
Medical Boards of the United States of 
America, the American Hospital Asso- 
ciation, the Council on Medical Educa- 
tion and Hospitals of the American 
Medical Association, and the American 
Association of Medical Colleges. Exam- 
ining Board representatives usually in- 
clude the President and the Secretary, 
but this need not be the case, for even a 
non-Board member can be appointed. 
Nineteen different Specialty Boards are 
represented. 


The Advisory Board of Medical Spe- 
cialists usually meets annually. Although 
it truly is an “advisory”? Board, and does 
not interfere with the internal affairs of 
individual Boards, it has certain powers. 
For example, any newly proposed Amer- 
ican Board must be approved before 
it can become a reality. The Advisory 
Board can censure an individual Board. 
l‘urthermore, it definitely outlines quali- 
fications for all those with special train- 
ing seeking general professional quali- 
fications. It sets forth rules for the or- 
ganization of examining Boards and 
serves as a forum for the representatives 
of the member organizations to meet and 
discuss problems of mutual interest. Its 
officers include a president, vice-presi- 
dent, secretary and treasurer. 


The Specialty Examining Boards 
have another function in addition to that 
of: evaluating the candidates. They as- 
sist in approving residency training in 
the various institutions throughout the 
country. In other words, certain stand- 
ards must be met before an institution 1s 
accepted for specialty training. Conse- 
quently, in order to carry out the above 
functions, all Boards except Pathology 
have residency review committees. The 
chief function of a residency review 


committee is to approve the residency 
training of the specialties in teaching in- 
stitutions applying for such approval. 
No institution need request approval un- 
less it desires to do so. The approval of 
residency training in a specialty is de- 
pendent upon a number of factors, such 
as an adequate staff, a good teaching pro- 
gram, a good basic science program, 
sufficient clinical material, library facili- 
ties, and compliance with clinical and 
surgical experience covering the broad 
field of the specialty. 


There are two types of review com- 
mittees. One consists of representatives 
of the Specialty Boards and the Council 
on Medical Education and Hospitals of 
the American Medical Association. The 
second type might be called a tri-part 
residency review committee, consisting 
of representatives of a specific Board, of 
the Council on Medical Education and 
Hospitals, and of another society. Oto- 
laryngology, Gynecology and Obstetrics, 
General Surgery, and Plastic Surgery 
have additional members who are rep- 
resentatives from the American College 
of Surgeons. Another committee con- 
sists of representatives from the Board 
of Internal Medicine, from the Ameri- 
can College of Physicians, and from the 
American Medical Association. The 
Review Committee of Pediatrics also 
has a tri-part committee having repre- 
sentatives from its Board, from the 
American Academy of Pediatrics, and 
from the American Medical Associa- 
tion. All of the aforementioned repre- 
sentatives are from the specialties in- 
volved and all are physicians. For ex- 
ample, the representatives of the Re- 
view Committee in Otolaryngology are 
all otolaryngologists. The secretary 1s 
furnished by the Council on Medical 
Education and Hospitals of the Amer- 
ican Medical Association. 
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Many Boards, twelve in number, are 
working with the Educational Council 
for Foreign Medical Graduates (here- 
inafter referred to as ECFMG), pro- 
viding a screening method for those 
foreign physicians who wish to take 
Board examinations. The ECFMG was 
organized October 1, 1957. The sponsor- 
ing agencies are the American Medical 
Association, the American Hospital As- 
sociation, the Association of American 
Medical Colleges, and the Federation of 
State Medical Boards. The ECFMG 
seeks to provide information regarding 
medical graduates of foreign countries 
who are applying for internships and 
residencies in the United States medical 
institutions and hospitals and to estab- 
lish qualifications for foreign medical 
graduates while in a foreign country. 
ECFMG gives qualifying examinations 
which are, as I understand it, Board-type 
questions such as have been given to our 
students and graduates. ECFMG also 
examines in regard to the English lan- 
guage proficiency of foreign medical 
graduates. This organization should be 
extremely helpful because there is pres- 
ently no other available method of ac- 
crediting or standardizing foreign medi- 
cal schools. In other words, we know lit- 
tle as to whether or not they approxi- 
mate our own standards. 


The specialty Boards were created to 
help correct a pre-existing inequality on 
the examination of a specialist’s pro- 
ficiency. The examinations are on a vol- 
untary basis, and a specialist need not 
take the examination in order to prac- 
tice his specialty. Some will say this 1s 
not true and that examinations are prac- 
tically mandatory if one wishes to join 
a clinic, hospital staff or special society. 
This is not necessarily the fault of the 
Specialty Boards. The responsibility 
here rests with the institutions and the 
societies requiring certification, for evi- 
dently they feel that the certified man is 
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a better product. Some institutions do 
not require certification for teachers but 
do insist upon equivalent training. Some 
special societies, in order to keep their 
autonomy, reserve the right to admit 
to their membership individuals who are 
not certified. 


Dr. John Nunemaker, secretary for 
the Council on Medical Education and 
Hospitals of the American Medical As- 
sociation, has made a summary of Amer- 
ican Specialty Board requirements. You 
may be interested in some of them. 
There are nineteen examining Boards. 
Nine require that a candidate have 
United States citizenship to be eligible 
to take the examinations; ten do not. 
All require graduation from an approved 
medical school. Fifteen require licen- 
sure to practice as a prerequisite for ex- 
amination ; eighteen require an approved 
internship. The period of residency 
training is from two to five years. The 
minimum requirement for Ophthalmol- 
ogy 1s three years, and four years for 
Otolaryngology. 


The years of practice required be- 
fore a candidate is permitted to take the 
Board examinations vary. Two Boards 
require no practice. The majority re- 
quire from one to three years. Ophthal- 
mology requires one year, and after 
1963, the American Board of Otolaryn- 
gology will not require a period of prac- 
tice. All but three Boards give credit 
for work in related fields. Ophthalmol- 
ogy and Otolaryngology do not. Ten of 
the Boards give some credit for military 
service. The Board of Ophthalmology 
does, and the Board of Otolaryngology 
does not. Six of the nineteen Boards 
permit alternate plans of training. Oph- 
thalmology does; Otolaryngology does 
not. Only four require membership in a 
national medical society. Both of our 
specialties do. All Boards accept foreign 
medical graduates for examination un- 
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der certain conditions. Thirteen boards, 
including Ophthalmology and Otolaryn- 
gology, accept screening by the National 
Board of Medical Examiners, ECF MG, 
or other methods. Special certificates 
are granted by eight. The total fees for 
exammation range from $100 to $175. 


All Boards now elect their members 
for a definite term of office. This has 
not always been true. In some Boards 
the term is four to five years, with one 
or two reappointments permitted. In 
one Board the examiner has a nine-year 
term with no reappointment possible. 
This prevents the existence of a self- 
perpetuating group, or groups, and elim- 
inates the danger of political cliques. 
The method of electing new members is 
as democratic as possible. Normally two 
or three names are sent to the societies 
represented on a Board for considera- 
tion for replacement. If they approve of 
none of the men whose names are sub- 
mitted, they may reject them and ask 
for new names. Societies rarely reject, 
and they accept the nominations pro- 
posed by the Board’s examiners. | be- 
lieve that, generally speaking, this sys- 
tem of choosing new Board members is 
necessary, as it is less political. Everyone 
realizes in this day and age that every 
organization has a degree of political 
feeling, but certainly it should not exist 
as a political attitude in an examining 
Board. 


The Boards are independent to only 
a limited degree. They must conform to 
the rules of the Advisory Board. They 
are constantly working cooperatively 
with educational institutions, hospitals 
and medical societies. Boards are also 
responsible, in my opinion, to their dip- 
lomates, in upholding the highest stand- 
ards for qualification. The type and 
method of examination must, of course, 
be left to the discretion of each Board. 


COM MENT 


| certainly agree that no Board, and 
particularly not our own, is_ perfect. 
They are all likely to make some mis- 
takes, and they cannot hope to please 
everyone. | believe, however, that they 
have been of great value in elevating and 
maintaining standards of the specialties 
in educational institutions. The influence 
of Board examinations in improving 
teaching efforts and facilities in medical 
schools is one of the outstanding achieve- 
ments in medical history. The very fact 
that clinics, hospitals, medical schools, 
and other organizations express a desire 
to appoint Board-certified men, or those 
with equivalent training, is definite evi- 
dence that a Board certificate is held in 
the highest esteem. Boards are in close 
cooperation with various national medi- 
cal societies and educational institutions 
of this country. 


Constructive criticism is of great value 
in any field of endeavor. Diplomates, or 
anyone else for that matter, should have 
the right to criticize. | would suggest 
that any diplomate who has a legitimate 
objection, or wishes to receive informa- 
tion regarding the activities of his Board, 
write directly to the secretary of that 
Board. | would also suggest that diplo- 
mates take more active interest in the 
business meetings of those societies 
which have representatives on the 
Boards. They could obtain information 
in such meetings and could voice their 
objections or suggestions at that time. 
I feel strongly that the Boards them- 
selves could do a better public relations 
job in disseminating information regard- 
ing their activities. 1 also believe there 
should be a closer relationship between 
the Boards and the societies which they 
represent. 


In conclusion, | am sure that what I 
am about to say should be said by a non- 
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12 DEAN M. 
Board member. However, perhaps you 
will forgive my enthusiasm on the basis 
that I am a Secretary and not an Exam- 
iner; therefore, | have a general pan- 
orama of the scene. Generally speaking, 
Board examiners with whom I have 
been associated are dedicated individ- 
uals. They give their time without rec- 
ompense. In many instances, they do not 
receive actual living expenses. They 
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spend considerable time away from their 
teaching assignments and practice to 
examine candidates and carry out tedi- 
ous committee assignments. All of us 
are interested in improving the stand- 
ards so that the public may have the 
best medical care possible. The members 
of the Boards, I know, appreciate your 
understanding and your continued sup- 
port. 
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Address of the Guest of Honor 


THE PURSUIT OF EXCELLENCE 


GORDON D. Hoopre, M.D. 
SYRACUSE, NEW YORK 


Ir is difficult to find a way to express 
adequately to all of you and to Dr. 
Lierle, my appreciation for this honor. 
In simple words, yet as sincerely as | 
can say them, | am most grateful. A 
once-in-a-lifetime experience such 
this leaves one a bit breathless. If this 
ever happens to you, and some day it 
will to a few of you younger men, you 
won't believe it (!), just as | am unable 
to believe it now. | wonder why | am 


here. 


as 


| recognize that I am not an outstand- 
ing surgeon. While I have created a new 
interest in a few somewhat forgotten 
clinical entities, | have contributed but 
little to the advancement of new knowl- 
edge in otolaryngology. | am a_ fair 
teacher and I am a reasonably good 
clinician. But these are not the qualifica- 
tions for the Guest of Honor of the 
Academy. If I am to be at all deserving 
of this honor, I like to think that it is 
because | have spent considerable time 
during my career trying to elevate the 
status of Otolaryngology. I have been 
fortunate in my later years, both by posi- 
tion and by timing, to have furthered 
this cause more than otherwise would 
have been possible. 


At thts point, | would like to give you 
an example of my personal philosophy. 


Presented at the Joint Session of the Sixty-Fifth 
Annual Session of the American Academy of Oph- 
thalmology and Otolaryngology, Oct. 9-14, 1960, 


Chicago. 
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| have tried to improve the organizations 
to which I belong, if this has been at all 
possible. | have done this because I have 
never enjoyed belonging to anything that 
is second best. This is why | have chosen 
this morning to say a few words about 
the pursuit of excellence. 


In these days when medicine is under 
attack from many sides, it behooves doc- 
tors as a group and doctors as individ- 
uals to look at medicine and at them- 
selves with a critical eye. Any truth- 
seeking doctor will admit that there are 
holes in our armor. While the gaps are 
not many, for surely our armor is not 
riddled, there are a few vulnerable spots. 
One of these is incompetence. 


Medical incompetence comes mainly 
from two sources; inadequate prepara- 
tion and failure to keep abreast of the 
fast pace of advancing medical knowl- 
edge. Among the young men of the 
Academy, the problem of tmadequate 
training is less acute now than it was a 
few vears ago. There will be even less 
of this problem in the future. On the 
other hand, the dithculty of keeping up 
is constantly present. It is a problem as 
individualistic as anything can be, for 
what kind of a person one ts determines 
to a large degree how much effort he will 
expend in keeping abreast of medical 
times. 


We must recognize that it 1s necessary 
to engage in the war against incompe- 
tence as long as we live. There are those 
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who sometime during their careers stop 
trying to keep up. In my opinion, giving 
up the ghost is largely a matter of lack 
of motivation. It might be argued that a 
doctor does not need to keep abreast of 
the latest advances if office schedules are 
full, operations are plentiful and collec- 
tions are ample. But the pace of medica! 
progress is swift, and it would not be 
long before such a doctor would fall be- 
hind. In a short while he would be less 
busy and in the end he would be a “has 
been.”” Medicine is a jealous goddess and 
she bestows her choicest favors only on 
those who match her pace. 


I would like to suggest, for each of us, 
the motivating power of the pursuit of 
excellence. There is nothing of which I 
know that can be more challenging. 
When one has chosen such a course, 
goals are set and there is the business 
of attaining them. It is distinctly a per- 
sonal pursuit. Thus it has an intimate 
character. What are proper goals for one 
are not necessarily the right goals for 
another. But the choice of proper goals 
for ourselves brings with it an incentive 
that has no equal. It brooks no shoddi- 
ness, no indifference, no carelessness. 
In no field is this as true as in Medi- 
cine. It 1s the best reminder there can 
be to keep abreast of changes. The doc- 
tor who follows this path is sure to be 
numbered among the best. 


A pursuit of excellence is particularly 
appropriate for members of this Acad- 
emy for, by its very nature and by what 
it tries to do, the Academy is engaged 
in such a pursuit. The plans for the gen- 
eral programs of the Academy, the sci- 
entific exhibits and the instructional 
hours are all aimed in this direction. The 
Academy has been blessed for nearly 
forty years by the presence of two exec- 
utive secretaries, Dr. William Wherry 
and Dr. William Benedict, who have 
worked tirelessly for Academy excel- 
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lence. They have been supported by of- 
ficers and instructors whose motivation 
has been similarly geared. The growth 
of the Academy and the annual atten- 
dance are concrete evidence that such a 


program has an appeal and reaps rich 
rewards. 


There is a very important reason why 
the Academy and its members should be 
interested in this pursuit of excellence. 
Whether we realize it or not, we hold a 
significant and important place in the 
held of medicine. We are the custodians 
of the organs of human communication, 
the eyes, the ears and the larynx. As 
such, we have a tremendous responsibil- 
ity to do our very best. 


“Communication is not a luxury in 
our lives, it is the basis of our human- 
ity.”' Without communication, man is 
handicapped indeed. It may be argued 
that a man can communicate if he does 
not have his sight, or that he can get 
along if he loses his hearing or his voice. 
True, he can, but he is then much less 
than his best. Once in a generation there 
is a Helen Keller (who puts some others 
to shame) but even she, handicapped as 
she is, has always had her voice. For- 
tunately, many people pass through life 
without any impairment of these func- 
tions. Many have only temporary mal- 
adies of these organs, but each of us has 
witnessed many examples where tempo- 
rary maladies improperly cared for have 
passed over to irrepairable disorders car- 
rying with them permanent handicaps. 
And these handicaps create, among oth- 
er things, changes in personality, loss of 
efficiency and often untold hardship. 


The need to communicate with one’s 
fellows is one of the great hungers of 
the human heart. On this account we 
Academy members have a great respon- 
sibility in our custodianship of the or- 
gans of communication. This is both a 
collective and an individual responsibil- 
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ity. To carry this responsibility we must 
be interested in the pursuit of excel- 
lence. Because communications involve 
both our specialties, we should work to- 
gether on the problem. This is a strong 
argument why there should be an Acad- 
emy of Ophthalmology and Otolaryn- 
gology. There should be one great or- 
ganization that is interested in this com- 
bined custodianship. The responsibility 
for this interest can be divided accord- 
ing to the organs involved, but some- 
where (and where better than the Acad- 
emy) there should be an over-all ap- 
proach to the medical problems connect- 
ed with human communications. This is 
big and it is challenging. We could well 
re-evaluate Our aims and our position in 
Medicine in the light of this challenge. 


Briefly may | point out that there are 
four areas where the pursuit of excel- 
lence is needed. First, there is preven- 
tion. Each of us should be concerned 
with this, but there are some who should 
make this their sole concern. This in- 
cludes those whose activities will center 
about safety measures, or the correction 
of conditions which may be responsible 
for the loss of function of any of the 
organs in which we are interested. Sec- 
ond, there is treatment. Each of us 
should be concerned with this, but there 
are those whose skills should be per- 
fected so they can treat effectively, either 
medically or surgically, any disorders 
that may come to them. Third is rehabili- 
tation. And each of us should be con- 
cerned with this, but there are those who 
should devote themselves to the perfec- 
tion of the arts which can best be used to 
rehabilitate those patients who have tr- 
reversible handicaps. Fourth and _ last, 
there is research, and each of us must, 


of course, be concerned with this. But 
there should be those who will give their 
lives through research in the quest for 
perfection in each of the three previous 
areas. There are some among us who 
have already achieved excellence in 
these four divisions, and they are a chal- 
lenge to the rest of us. 


One final word. The pursuit of ex- 
cellence is a receding goal. Once excel- 
lence is reached in one area, a chal- 
lenge arises in another. After diligent 
application we may attain the level of 
competence of someone whom we once 
envied, only to find there are remaining 
heights to be climbed. The pursuit of 
excellence, as well as the war against 1n- 
competence, is a lifetime experience. 


Why am I saying these things to vou 
who are here’ This message should go 
to those in our ranks who are not in at- 
tendance this morning. They need it 
more than you do. But it is good for 
everyone, once in a while, to climb to a 
personal mountaintop to get a new and 
inspiring view. With new horizons en- 
visaged we can return with new hopes, 
new goals and renewed dedication. Par- 
ticularly is this valuable for us as Acad- 
emy members. | have pointed out our 
unique position in Medicine as_ custo- 
dians of the organs of communication. 
What we need most of all is to become 
aware of our importance as custodians 
of the eyes, the ears and the larynx. 
Then we will have reason indeed tor the 
pursuit of excellence! 


REFERENCE 
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PREVENTION OF INFECTIONS IN THE OPERATING PAVILION 


RALPH Apams, M.D. 
BuRKE FAHLMAN, M.S. 
WOLFEBORO, NEW HAMPSHIRE 


BY INVITATION 


THE purpose of this communication 
is to describe methods by which any 
critical care area can be rendered nearly 
sterile in respect to exposed surfaces, 
and surgically clean in respect to per- 
sonnel and to air in the area. The term 
critical care area is used to include isola- 
tion rooms either for restriction of in- 
fection spread from an infectious patient 
or for prevention of contamination to 
an area housing a patient who must be 
carefully protected against 
from outside sources. 


infection 
It includes also 
the nurseries for premature and new- 
born babies and the operating pavilion. 


As illustrated in figures 1 and 2, the 
floor and wall surfaces of an isolation 
room or of a nursery, along with its 
furniture and equipment, can be con- 
verted to a condition of near sterility by 
the simple process of thorough mechani- 
cal cleansing with a detergent solution 
and application of a germicide. 


Dr. Adams is Professor of Clinical Surgery, Boston 
University School Medicine; Chief Division of 
Surgery. Huggins Hospital, Wolfeboro, and Mr. 
Fahlman is Bacteriologist, Huggins Hospital, Wolfe- 
boro. 
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Presented at the Joint Session of the Sixty-Fifth 


Annual Session of the American Academy of Oph- 
thalmology and Otolaryngology, Oct. 9-14, 1960, 
Chicago. 
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The operating pavilion has been cho- 
sen for a detailed exposition on how to 
make an area clean and how to keep it 
clean. We have had three major infec- 
tions of clean wounds in twelve hundred 
consecutive cases (0.25 per cent). We 
assume that our readers believe that 
maximum approach to utter cleanliness 
and environmental sterility is desirable 
in an operating pavilion, and we are 
making no effort to convince those who 
believe otherwise. The methodology is 
simple but rigid. It is economical and 
effective as now developed and used, as 
proved by more than 1000 consecutive 
days of study, usage and improvement. 


The condition of an apparently clean 
oor in a corridor outside the entry 
doors to an operating pavilion at Hug- 
gins Hospital is illustrated in the top 
Petri dish in figure 3. The two bottom 
dishes show the condition of bacteriolog- 
ic cleanliness just inside the entry doors 
from the outer corridor five minutes and 
one hour after proper cleaning. This 1s 
the interchange zone. There were no 
restrictions on active usage of the area 
following a good scrubbing with deter- 
gent-germicide solution and wet vacuum 
cyclonic filter-protected pickup of the 
slurry. 


We have developed a simple method 
of taking cultures from surfaces which 
is more satisfactory and better than tra- 
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Ficure 3. 


ditional swab culturing. The results are 
automatically expressed in terms of an 
area of 10 square centimeters. A Petri 
dish with an area of 10 square centi- 
meters is fitted with a polyurethane disc 
that has been coated with blood agar and 
sterilized (fig. 4). For culture sampling, 
the disc is merely pressed against the 
surface to be cultured, re-covered with 
the Petri lid, and incubated. 


Figure 5 is a statement of the law of 
gravity as applicable to particles, drop- 
lets, and droplet nuclei floating in the 
air. Particles fall almost like tiny pellets ; 
droplets fall like feathers, and droplet 
nuclei scarcely fall at all. Gravity fallout 
plates are reflective but not indicative of 
air contamination by these media. Figure 
6 demonstrates this fact. The two plates 


on the right show gravity fallout ac- 
cumulation on a surface area of 10 
square centimeters (1/15 foot) in one 
hour, as determined in a nurses’ room 
and in an’inadequately protected operat- 
ing room. The two plates on the left 
represent the actual contamination in 60 
cubic feet of air, being determined by 
the drawing of one cubic foot of air 
per minute over the plates for one hour, 
through a slit sampler. 


Another, but more troublesome and 
less conclusive, method of determining 
contamination in environmental air is the 
sieve sampler. Figure 7 shds the unit 
with the suction outlet, through which 
one cubic foot of air per minute is 
drawn. The plates must be changed at 


5-minute intervals. Figure & shows the 
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results after one hour in the identical 
area shown in figure 6. Sieve samplers 
are excellent for detection of spores, but 
they are not as good as a slit sampler or 
Wells air centrifuge for other forms of 
environmental air sampling. 


A simple, inexpensive, portable, non- 
electrihed, and clock-operated slit sam- 
pler is shown in figure 9. Its superior 
efficiency and more accurate recording 
of the bacteriologic status of a public 
corridor running past the operating pa- 
vilion doors is illustrated in figure 10, 
in which the slit sampler determination 
for one hour is compared with the grav- 
ity fallout for the same period of time. 


TR. AM. ACAD. 
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FIGURE 


The proper setup for application of 
the mechanical cleansing process is 1l- 
lustrated in figure 11. The worker must 
be carefully masked, garbed and bootied, 
so that he does not leave as much con- 
tamination behind as he takes away. The 
self-contained squeegee mop, the small 
bucket, and the clean cloth in the work- 
er’s hands were autoclaved as a unit. The 
glass jar contains detergent-germicide 
solution. The mop handle was wiped 
clean with this solution before being 
fastened to the freshly autoclaved mop. 
A wet pickup microstatic cyclonic filter 
vacuum cleaner is indicated on the left. 
Such vacuum cleaners, properly main- 
tained, emit practically sterile air 
through the outlet filter, and are more 
efficient at slurry and moisture removal 
than manual methods. For purposes of 
economy and for getting a large amount 
of work done per unit of time and man- 
power, a mechanical scrubber with a 
valve-controlled dispenser for the de- 
tergent-germicide solution is preferable 
for use on the floors. Such a cleaning 
process will leave all surfaces in the es- 
sentially clean condition that 1s exem- 
plified in bacteriologic samples shown 
in figure 12. 
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Figure 9. 


Figure 13 emphasizes the importance 
of attentive cleaning to all surfaces, 
cracks and crevices everywhere in the 
pavilion. Otherwise, these are virulent 
sources of contamination, as air reach- 
ing them picks up dust or particles and 
recirculates it. The process of cleaning 
is similarly applied to all furniture and 
equipment in the pavilion, and they are 
left in essentially sterile condition, as 
shown tn figure 14. 


Ficure 11. 


One can be confident if one follows 
conscientious application of the fore- 
going process that the floor cultures of 
the operating pavilion will look, and be, 
like those shown in figure 15. The Petri 


Ficure 10. 
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dishes of floor cultures in this figure are 
arranged in diagrammatic representa- 
tion of the physical layout of the Hug- 
gins Hospital operating pavilion. If there 
is a properly installed air conditioner 
system and barrier arrangement in ef- 
fect, the contained air in the pavilion 
will also be practically sterile in the areas 
of patient exposure (fig. 16). Each plate 
represents the contamination, or the lack 
of contamination, that had accumulated 
within twelve hours after the thorough 
cleaning process of the preceding late 
afternoon. One may here visualize the 
effectiveness of the zone concept where- 
by control becomes increasingly tight as 
the areas most important to keep sterile 
are reached. 


A diagram of what an operating pa- 
vilion air conditioning system should do 


Ficure 12. 
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1 AIR CHANGE 
EVERY 4 MINUTES 


Ficure 17. 


is shown in figure 17. The air must be 
Sterile as it enters, under sufficient pres- 
sure so that the flow will be constantly 
outward and away from the operating 
room, and it must be changed at inter- 
vals variable from four to twelve min- 
utes, depending upon the amount of oc- 
cupancy. 


So long as there is no occupancy or 
usage, an operating pavilion cleaned and 
protected, as previously described, will 
stay clean and essentially sterile for at 
least twenty-one hours (fig. 18). The 
room represented in figure 18 was left 


clean, as described, at 3:00 p.m. on one 


day, was intercurrently unoccupied and 
unused, and was still sterile at 1:00 p.m. 
on the following day, in so far as critical 
bacteriological testing could determine. 


If one wishes to continue a similar 
state of cleanliness to the extent that 
practical considerations will permit, 
then one must require that personnel 
and patients entering the room, for 
whatever purpose, be freshly clothed in 
clean garments, wear a carefully fitted 
and highly efficient filter mask, and have 
on their feet coverings that will prevent 
room contamination from shoes and 
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socks (fig. 19). Extensive testing, over 
a long period, led us to recognize that 
by taking this precaution the result 
would be a consistent and marked reduc- 
tion in the room contamination in com- 
parison to that which would occur when 
persons were allowed to enter without 
such precautions. In figure 20, one can 


Figure 19. 


see this effect, but also can observe that 
there was a residuum of contamination. 
This residuum was identified as being 
shed from armpits, perineal areas, and 
exposed skin. 
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When a simple additional improve- 
ment was made—the arms of the sleeves 
were sealed—there was some reduction. 
When trousers were worn beneath the 
sealed armlet quick-change wrap-around 
gown by both male and female person- 
nel, with the trouser legs sealed about 
the booties (fig. 21), the contamination 
from shedding practically disappeared. 
The bacteraologic condition of the air in 
an operating room at beginning of usage 
(6:35 a.m.) was sterile (fig. 22), and 
continued near sterility until 8:35 a.m., 
during which time preparations for a 
gastrectomy had been completed, and the 
operation had been underway for thirty 
minutes. One sees that an extremely 
clean environment continued to exist 
three hours later ( fig. 23), although eight 
people had been in the room for the 
three hours and thirty minutes which the 
operation required. The plate on the 
right in figure 23 shows the condition of 
the air when the room had been vacant 
postoperatively for a period of twenty 
minutes. This achievement in simple 
cleanliness can be attained, and is main- 
tained, in our operating rooms each day, 
every day. 


FIGURE 
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Ficure 23. 
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An integral part of the problem of 
controlling sources of infection, ex- 
trinsic to the patient himself, is the prep- 
aration and protection of the skin. The 
statement applies with equal emphasis 
for the skin of the patient and for the 
skin of operating room personnel. The 
technique for hand scrubbing is as fol- 
lows: 


Put on a clean and impervious plastic 
apron to protect the clothing from 
spattering during the process of 
cleansing the hands and arms. 


Wash the hands and arms up to the 
armlet seal with hot water and a 
good detergent solution vigorously 
for one minute, rinsing frequently 
with clear, clean water. 


Scrub the nails, fingers, hands, fore- 
arms, and arms vigorously with a 
brush, detergent solution and water 
for four minutes; rinse with clear, 
clean water. Dispose of the first 
brush. 


Begin with a new brush and scrub 
for a second period of four minutes, 
exactly as described above. End with 
a thorough rinsing with clear, clean 
water. 


Rinse the hands and forearms with 
freshly provided antiseptic solution, 
from the hands downward to the 
elbows, allowing the solution, as it is 
wrung out of cotton pledgets, to run 
down from the hands over the fore- 
arms and off elbows into the scrubup 
sink. 


Have an attendant remove the im- 
pervious apron 


Enter the operating room, where the 
instrument nurse will provide a se- 
ries of two sterile towels for drying 
the hands. This leaves them in condi- 
tion for putting on gloves without 
use of powder. 


OPHTH. & OTOL, 


An identical program for preparation 
of the patient’s skin is used in the oper- 
ating room, with two exceptions: Nat- 
urally, an apron is not applied, but in- 
stead, an impervious sheeting is placed 
beneath the patient in the area that is to 
be prepared for surgery. The next step 
is cleansing of the skin in the area with 
gauze soaked in ether for removal of 
oils, or adhesive remnants. The skin 
scrub-up is, thereafter, identical to that 
just described for personnel hand and 
arm preparation. 


There is no magic inherent in any 
chemical detergent, antiseptic, or other 
preparation usable on the human skin, 
that will take the place of a good mechan- 
ical scrubbing. As a demonstration of 
this fact, figure 24 shows that two in- 
terested individuals can make a prepara- 
tion of their hands and arms for surgery 
that is highly acceptable, both at the be- 
ginning and at the end of the procedure, 
using only lvory soap and the procedure 
outlined above. We use detergents be- 
cause of the residual bacteriostatic ef- 
fect inherent in them, but we are not 
deceived into believing that they are a 
substitute for diligence in mechanical 
cleansing. 


We are not so naive as to accept state- 
ments that irradiation of a room with 
ultraviolet light, or spraying an acrosol 
into the atmosphere, or painting of some 
germicide onto exposed surfaces, will 
sterilize a dirty room. All our evidence 
is contrariwise, and makes us _ believe 
that there are no substitutes for the sim- 
ple basic principles of mechanical clean- 
liness and of isolation. 


When this regimen is accomplished 
and kept in force, the substitutes ac- 
quire value as supplements ; and as sup- 
plements only, we use all three. Any ex- 
ample quoted to us of one of these sub- 
stitutes being primarily responsible for 
highly satisfactory conditions has 
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FIGURE 


proved, on analysis, to have been pre- 
ceded or accompanied by strict and good 
housekeeping. 


SUMMARY AND CONCLUSIONS 


Any critical care area in any hospital 
can be kept clean or essentially sterile for 
as long as the staff, personnel and ad- 
ministration have the interest, willing- 
ness, and motivation to do so. The 
method which is outlined in the fore- 
going paragraphs is simple, practical, 
and effective. 


The most important factor in control 
of operating room and hospital infec- 
tions is cleanliness. Host receptivity 
and resistance, as influenced by age, by 
disease process, by organism virulence, 
and by technique and magnitude of sur- 
gical procedure performed, are also of 
great importance. Walls, furniture, 


24. 


equipment, and floors of critical care 
areas must be cleaned frequently with 
an effective detergent-germicide. Mainte- 
lance requires reduction to a minimum 
of new sources of bacteria through dust, 
fomites, and droplets. Air protection 1s 
afforded by an efficient air conditioning 
system, delivering air under positive 
pressure, with an exchange every four 
to twelve minutes, as related to occu- 
paney. Human exhalation is the principal 
source of air contamination, and is 95 
per cent controllable by use of properly 
fitted filter masks. Personnel entering 
a critical care area must put on fresh, 
clean clothing over all skin surfaces. 
The skin of patients must be similarly 
covered, except for the area to be pre- 
pared for surgery. 

’reoperative preparation of the skin 
of the operating room personnel and the 
skin of the patient 1s essential to the 
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control of infection. A simple and ef- 
fective scrubbing technique is outlined. 


There is no substitute for a strict 
routine of scrubbing and cleaning of the 
operating room and adjoining areas. 
Emphasis is placed on the use of deter- 
gent-germicide solutions as _ cleaning 
agents and the value of “good house- 
keeping’ to combat infection. 
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STAPHYLOCOCCAL INFECTIONS 


LEIGHTON E. CLurr, M.D. 


BALTIMORE, MARYLAND 
BY INVITATION 


THaAt the staphylococcus pro- 
duce infection in healthy and sick per- 
sons is so well recognized that it does 
not require documentation. Its identifica- 
tion as a cause of serious disease in hos- 
pitalized patients has led to intensive 
efforts to characterize its mode of trans- 
mission, to control development of in- 
fection and to provide effective chemo- 
therapeutic agents. The peculiarities of 
this bacterium are illustrated by its prev- 
alence in our environment and by its 
adaptability to environmental conditions 
rendering the microorganism resistant 
to antibacterial drugs. Furthermore, in 
contrast to many other bacterial infec- 
tions, staphylococcal infection seems to 
result in little, if any, acquired resistance 
to subsequent infection. 
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In spite of the frequency of occur- 
rence of staphylococcal infection in the 
general population and in the hospital, 
it is only recently that efforts have been 
made to define precisely the incidence of 
these infections and to define the con- 
ditions under which they develop. 


To discuss this subject we might ask 
certain questions for which we have, at 
present, reasonably satisfactory answers. 


What is the incidence of staphylococcal 
infection in a general hospital and where 
do these infections occur ? 


What are the clinical characteristics 
of the infection, and what are the asso- 
ciated features that may be important 
in determining its incidence and severity ? 


Where in the environment are staphyl- 
ococei found and what modes of trans- 
mission of the bacteria may be respon- 
sible for initiating infection ? 


Are there differences in virulence be- 
tween strains of staphylococci that may 
be important in determining whether or 
not infection occurs ? 


Under present circumstances, what 
are the most effective agents available 
for treatment of staphylococcal infec- 
tion when it develops ? 


It will not be possible to discuss com- 
pletely any one of these questions ; rath- 
er, | will present a brief survey of our 
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knowledge, as well as defects in our 
knowledge, and will describe some of 
our personal investigations that may 
elucidate some of the parameters of 
staphylococcal infection. No effort will 
be made to dwell on facts that are well 
known. 


Historically, it is of interest to read 
an address by William Welch given be- 
fore the Congress of American Physi- 
cians and Surgeons in 1891, titled Con- 
ditions Underlying the Infection of 
Wounds, in which Dr. Welch discussed 
in detail many of the topics we are con- 
cerned with today. His answers to the 
questions made above were, in most in- 
stances, little different than those that 
can be given today. 


The development of bacteriophages, 
or bacterial viruses, capable of lysing 
many of the staphylococci responsible 
for disease in man, and capable of dis- 
tinguishing between strains of the bac- 
teria, has provided a useful tool for 
epidemiological investigation, but it has 
not provided a clear understanding of 
the pathogenesis of staphylococcal in- 
fection. In this sense then, it has been 
possible to study the transmission of 
staphylococci and to study epidemics, 
but the mechanisms involved in produc- 
tion of infection still remain obscure. 


DETECTION AND SOURCE OF INFECTION 


Staphylococcal infection in man is 
characterized by localized in- 
flammation with pus formation. The skin 
is the site of invasion in most instances, 
although the respiratory tract is the sec- 
ond favorite site for development of in- 
fection. Even though the Staphylococcus 
usually produces a localized lesion, dis- 
semination of the bacteria with bacter- 
emia and metastatic abscess formation 
occurs occasionally and may produce 
death. Detection of localized infection 
due to staphylococci is complicated by 
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the frequent colonization of skin and 
the upper respiratory tract with the or- 
ganism. Isolation of staphylococci, there- 
fore, does not always mean infection. 
Recognition of infection of the skin or 
upper respiratory tract is possible only 
when there is pus or cellulitis from 
which staphylococci are isolated. Wheth- 
er staphylococci: colonizing the skin or 
respiratory tract are responsible for in- 
fection, or whether staphylococci con- 
tracted from the environment or another 
person are responsible for infection is 
not always known and may not be de- 
fnable. In our own experience, for ex- 
ample, the strain of staphylococcus 
found as a cause of furunculosis in 
nurses can be isolated from the nose in 
only one third of the instances; in two 
thirds of. infected persons, a staphvlo- 
coccus different from that causing the 
furunculosis may be found in the nose. 
It is possible that the patient with furun- 
culosis may have colonization of his skin 
with a different staphylococcus than the 
one colonizing his nose, but this has not 
been precisely described. Therefore, it 
remains as a possibility that infection 
may develop due to a strain of staphy- 
lococcus acquired from another person 
or from the environment, rather than 
due to a strain colonizing the skin or 
respiratory tract prior to and at the time 
of infection. 


FACTORS PREDISPOSING TO INFECTION 


The fact that many persons harbor 
pathogenic staphylococci without becom- 
ing infected is certainly suggestive that 
infection may develop only when there 
has been some alteration in host suscepti- 
bility. This is supported by the observa- 
tion that infection occurs most often in 
an area of trauma or injury, as seen in 
postoperative wound infection. The im- 
portance of foreign bodies, such as su- 
tures, in predisposing to wound infec- 
tion is repeatedly observed clinically.! 
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FIG. 1 


Similarly, the insertion of intravenous 
catheters has recently been described as 
a serious cause of staphylococcal bac- 
teremia.® Figure 1 shows the leg of a 
child in whom staphylococcal infection 
occurred at the site of an intravenous 
catheter. Of particular interest in this 
patient was the appearance of an abscess 
at the tip of the catheter. Unfortunately, 
infections of this type are only acquired 
in hospitals, where microorganisms re- 
sistant to antibiotics are responsible for 
most of the infections. Elek’ has studied 
the effect of foreign bodies upon the 1n- 
fectivity of staphylococci in normal vol- 
unteers and has found that far fewer 
bacteria are required to initiate infection 
with silk suture than are required when 
inoculated into skin without a foreign 
body present. The mechanism by which 
the foreign body increases infectivity 1s 
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Staphylococcal infection at the site of insertion and at the tip of 


an intravenous catheter. 

not known. Irom our own studies it ; 

does not seem likely that the inflamma- , 

tory reaction to a foreign body is the 7 

important factor. It is possible, how- | 

ever, that the increased tissue pressure : 

and edema about a foreign body may be : 

incriminated, but further studies will 

be required to elucidate this phenom- 7 

enon. 
The potentially deleterious effects of 
adrenal cortical steroids upon infection 
has been seen repeatedly and can_ be 

shown experimentally.’ Whether ster- 

increase susceptibility to infection 


with staphylococci or merely increase 
the severity of infection when it occurs 
is not known. Nevertheless, there are in- 
teresting variations in the characteristics 
of staphylococcal infection patients 
receiving steroid therapy. For example, a 
figure 2 shows a deep, ulcerating, sharply | 
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FIG. 2—Staphylococcal infection on the thigh of a 
patient with systemic lupus erythematosus, showing 
sharply demarcated edges and the absence of edema 
and cellulitis. 


defined abscess of the thigh in a patient 
with systemic lupus erythematosus re- 
ceiving steroids. The interesting feature 
of these infections is the complete ab- 
sence of cellulitis or edema around the 


HOSPITAL DAY 
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abscess and the absence of symptoms of 
infection. 


Extravasation of blood in the tissues 
has been frequently observed to be as- 
sociated with infection as seen in hemo- 
philia, wherein such infections may be 
severe and extensive. It is simple to say 
that hematomas are good culture media, 
but whether or not this defines the mech- 
anism by which extravasated blood pre- 
disposes to infection is unknown. We 
have had the experience of observing on 
several occasions staphylococcal infec- 
tion in the area of the splenic bed follow- 
ing splenectomy for thrombocytopenic 
purpura. Figure 3 illustrates the course 
of the disease in one such patient and 
indicates the development of subdia- 
phragmatic abscess. These infections are 
usually confined to the site of hemor- 
rhage resulting from the operative pro- 
cedure, and there may occasionally be a 
lag period of several weeks between 
operation and the appearance of mani- 
festations of the infection. We have 
seen similar infections develop after ex- 
travasation of a blood transfusion. 


Tissues of the body probably vary in 
their susceptibility to staphylococcal in- 
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FIG. 3—The progress chart of a patient developing subdiaphragmatic abscess following a splenectomy 


for thrombocytopenic purpura. 
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fection. As an illustration, the kidney is 
a favorite site for localization of staphy- 
lococci even when bacteremia has been 
transient and unassociated with evidence 
of dissemination of the organism until 
the renal infection appears. Recently we 
observed a student nurse who had an 
axillary abscess that was incised and 
drained. [t healed completely. At no time 
did the patient have symptoms of sys- 
temic infection such as fever, chill, or 
leukocytosis. About two weeks later she 
developed a high fever and pain in the 
right flank. She was found to have a 
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Penicillin 


Streptomycin 


W.E. 721627 


45 WM—postoperative infection. 


tis due to the staphylococcus seen fre- 
quently following joint inoculations, 
aspiration or operation. A probable il- 
lustration of this is seen in figure 4, 
showing a patient who developed staphy- 
lococeal pyoarthritis of the hip after 
arthrodesis for a traumatic injury. 


Epidemic staphylococcal infection has 
been repeatedly observed in newborn in- 
fants and in mothers post partum, prob- 
ably illustrating a peculiar susceptibility 
of infants to infection by this micro- 
organism. The mechanism predisposing 


20 22 24 26 28 


Aspirate 
drainage 
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FIG. 4—'‘The progress chart of a patient who developed infection of the hip joint following arthrodesis 


for a traumatic injury. 


right renal abscess due to the same strain 
of staphylococcus responsible for her 
axillary abscess. There was no other 
evidence of metastatic infection than in 
the kidney. In experimental animals it 
has similarly been found that the kid- 
ney is much more likely to become in- 
fected with small numbers of staphylo- 
cocci than are many other tissues.'? 
In addition, we have found the knee joint 
of the rabbit to be susceptible to infec- 
tion by fewer staphylococci than most 
other tissues thus far studied. This may 
account for the occurrence of pyoarthri- 


newborn babies to infection, however, 1s 
not understood. 


There are other examples of altera- 
tions of host resistance responsible for 
predisposing to infection by the Staphy- 
lococcus, as seen in influenza followed 
by staphylococcal pneumonia, sinusitis, 
bronchiectasis, and bacterial endocarditis 
superimposed on a previously diseased 
heart valve. It seems amply clear, how- 
ever, that staphylococcal infection, al- 
though occurring in otherwise appar- 
ently normal persons, becomes most 
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problematic in persons predisposed to 
infection by age, certain associated dis- 
eases, trauma, injury, foreign bodies or 
variation in tissue susceptibility. 


INCIDENCE OF INFECTION 
IN THE HOSPITAL 


To define more precisely the incidence 
of staphylococcal infection in the hospi- 
tal, we undertook to survey these infec- 
tions in The Johns Hopkins Hospital 
during 1959.8 The over-all incidence of 
infection over the year was about 1.3 
per cent, or 13 infections per 1000 pa- 
tients. Between February and May there 
was a noticeable decline in the incidence 
that was attributable to a decrease in 
the number of infections occurring in 
postoperative wounds. The reason for 
this decline was not clear but could have 
been due to the increased attention being 
given to this problem and a correspond- 
ing increase in control measures. 


As shown in table I, most of the in- 
fections were occurring in surgical pa- 
tients. This was not attributable to the 
large number of patients in our hospital 
being operated upon, as illustrated by the 
fact that although 70 per cent of infec- 
tions were in postoperative wounds, only 


40 per cent of patients in the hospital 
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went to surgery. 


Reports have been made suggesting 
that hospitals are contaminated by par- 
ticularly virulent staphylococci, and the 
strain most often incriminated has been 
bacteriophage type 80/81.° During our 
surveillance only one third of the pa- 
tients observed were infected with this 
strain of bacteria, indicating that other 
strains accounted for the majority of 
infections. It is important to point out, 
however, that designation of the 80/81 
strain as having “epidemic virulence’’ is 
based largely upon the frequency with 
which it has been found as a cause of 
outbreaks of infection in nurseries for 
the newborn.° 


The over-all incidence of staphylococ- 
cal infection acquired by patients in The 
Johns Hopkins Hospital might be in- 
terpreted as an acceptable endemic rate, 
as it compares favorably with the rates 
found in other hospitals. However, this 
is not a true reflection of the problem, a 
fact we observed when rates of infec- 
tion were examined in patients of vary- 
ing age, with different underlying dis-. 
eases and different types of operations. 
Some groups of patients seemed to de- 
velop infection more commonly than 
others. 


TABLE I 


Hospirat AcQguIRED STAPHYLOCOCCAL INFECTIONS 
Jouns Hopxins Hosprrat, 1959 


TYPE OF INFECTION 


NU MBER OF 
INFECTIONS 


PATIENTS 


NU MBER PER CENT 


Newhorn and Post Partum 
Postoperative Wounds 
Others 


Totals 


10 10 4.3 


70.5 
25.2 


100.0 
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\With increasing age, there was a 
trend toward increasing frequency of 1n- 
fection in both the surgical and medical 
wards of the hospital. That age, in and 
of itself, may not be the only factor in 
this increased incidence of infection was 
suggested when figures for the different 
illnesses presented by patients in vary- 
ing age groups were examined. It was 
found that with increasing age there 1s 
an increasing incidence of those diseases 
probably predisposing to staphylococcal 
infection. The influence of these under- 
lying diseases upon the occurrence of 
infection in the hospital was investigated, 
and it was found that postoperative or 
surgical infection occurred most com- 
monly in patients with neoplastic dis- 
ease or burns; in these circumstances, 
the attack rates were from eight to ten 
times that for the whole hospital popula- 
tion. Furthermore, the types of surgical 
procedures performed appeared to have 
an influence on the occurrence of staphy- 
lococeal infection. The highest attack 
rates were in patients having radical 
neck dissection for carcinoma of the 
neck: following amputations, many of 
which were done for neoplastic disease ; 
and following pneumonectomy, done 
largely for carcinoma of the lung. 


Although it might be suspected that 
postoperative wound infections would 
develop more often following prolonged 
surgical procedures, no such relation- 
ship was found. The duration of opera- 
tion was as long in those who acquired 
an infection as in those who did not. 


Five per cent of patients with post- 
operative wound sepsis developed bac- 
teremia; approximately 10 per cent of 
deaths among those developing infection 
could be directly attributed to the infec- 
tion, indicating the seriousness of the 
disease when it occurs. 


As pointed out earlier, staphylococcal 
infection cannot be diagnosed solely by 


cultural recovery of the bacteria. Rather, 
it is dependent upon recognition of pus 
or cellulitis. For this reason, it is not 
always a simple matter to identify in- 
fection. In our experience, and in pre- 
vious reports, the time lapsing between 
operation and recognition of a wound 
infection has been about seven days.*8 
Elek® has shown in volunteers inoculated 
intradermally with staphylococci that the 
onset of infection and development of an 
abscess occur usually less than seventy- 
two hours after the injection of organ- 
isms. This discrepancy between the ex- 
perimentally observed lag period and the 
lag period between operation and recog- 
nition of infection raises some specula- 
tion that the infection may not begin in 
the operating room but may begin after- 
wards.* There are many factors that in- 
uence early recognition of infection, 
including the frequency with which in- 
cisions are observed after operation, 
the presence or absence of a dressing, 
and the size of the bacterial inoculum. 
Furthermore, we have found that the ad- 
ministration of prophylactic antibiotics 
to the patient preoperatively may delay 
appearance of infection. For example, 
the period between operation and recog- 
nition of infection was two to three 
days longer in patients who received 
antibiotics preoperatively than in those 
not receiving prophylactic chemotherapy. 


‘rom the study of postoperative 
staphylococcal infection it has been 
found that the infection occurs more 
commonly in older persons, patients with 
certain types of associated diseases in 
which there is a lowering of resistance 
to infection, particularly in patients with 
cancer or burns, and in individuals on 
whom specific types of operative pro- 
cedures are performed. This suggests 
that an important determinant in the 
occurrence of staphylococcal infection 
is a change in resistance to infection at- 
tributable to associated illnesses. 
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Although the majority of staphylococ- 
cal infections acquired by hospitalized 
patients are seen postoperatively, there 
are similarities between the conditions 
in which these infections occur and the 
conditions or features of infections ob- 
served in patients not operated upon. 
The commonest type of infection seen, 
other than postoperative, post partum or 
infection of the newborn, is furunculo- 
sis; bacteremia occurs almost as often. 
Examination of the diseases associated 
with the development of staphylococcal 
infection in nonsurgical patients demon- 
strates the greater frequency of these in- 
fections in persons with certain types of 
illnesses. For example, in patients with 
cancer, diabetes mellitus, cirrhosis of 
the liver, dermatitis and systemic lupus 
erythematosus, the attack rate of staphy- 
lococcal infection exceeds that occurring 
in the hospital as a whole by three to 
twenty-five times, indicating that these 
individuals, although exposed to the 
same risk of infection as other patients, 
are being infected more commonly. This 
finding substantiates the importance of 
associated illnesses as a factor in pre- 
disposing the patient to staphylococcal 
infection. The way in which neoplastic 
disease, diabetes and systemic lupus 
erythematosus increase susceptibility to 
infection is far from clear. If we were 
able to understand their influence on 
susceptibility to infection, we would be 
closer to knowing how to control or pre- 
vent infection. 


From these observations of the im- 
pact of underlying disease upon the oc- 
currence of staphylococcal infection, it 
is possible to conclude that the frequency 
of thése infections in hospitals may be 
due as mutch to the concentration of 
susceptible persons in one area as to 
difference in strains of staphylococci 
found in and out of the hospital. Wheth- 
er or not these’ susceptible individuals 
would be as likely to acquire such an 
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infection outside the hospital is not 
known. 


A comparison of ‘the over-all inci- 
dence of infection in the hospital with 
the incidence in patients with exfoliative 
dermatitis, systemic lupus erythematosus 
and other diseases is revealing. Although 
an over-all incidence of 1.0 per cent might 
be considered an acceptable endemic rate, 
an incidence of 25 per cent in dermatitis 
is indicative of epidemic disease in these 
patients. The situation is similar with 
other underlying diseases and forces a 
re-evaluation of the problem of staphy- 
lococcal infection in hospitals. 


ANTIBIOTIC THERAPY OF STAPH YLOCOC- 
CAL INFECTION IN THE HOSPITAL 


Of particular clinical importance is 
the influence and effectiveness of anti- 
biotics upon staphylococcal infection. 
The difference between the percentage 
of penicillin-resistant and other anti- 
biotic-resistant organisms found in the 
out-patient population as compared with 
the in-patient hospital population is 
largely responsible for the serious con- 
cern over infections due to this bacteri- 
um in hospitals and the lesser degree of 
concern outside the hospital. For ex- 
ample, in our own experience, only one 
third of out-patients are found to harbor 
penicillin-resistant staphylococci, where- 
as 84 per cent of patients in the hospital 
harbor staphylococci resistant to peni- 
cillin. The implication of this observa- 
tion can be seen when we examine the 
survival rate from bacteremia in_pa- 
tients infected with an antibiotic-resist- 
ant organism and the survival rate in 
patients infected with an  antibtotic- 
sensitive staphylococcus. Bacteremia*due 
to strains which resisted antibiotics was 
associated with a survival of only °14 
per cent of patients, whereas 77 per cent 
of patients with bacteremia due to anti- 
biotic-sensitive organisms survived.’ This 
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finding is probably attributable more to 
the effectiveness or noneffectiveness of 
therapy than to differences in virulence 
of the antibiotic-resistant and antibiotic- 
sensitive staphylococci. In this analysis 
the presence of bacteremia was in and 
of itself an illustration of infection by a 
pathogenic invasive staphylococcus. 


There are differences in the suscepti- 
bility of staphylococci to antibiotics de- 
pending upon the bacteriophage type of 
the organism.’ The 80/81 bacteriophage 
type or “hospital strain” is by far the 
most uniformly resistant to antibiotics. 
Virtually all of the staphylococci belong- 
ing to this bacteriophage type are resis- 
tant to penicillin in a concentration of 
250 units per milliliter, a level almost 
impossible to obtain in the blood clinical- 
ly. Several antibiotics, including eryth- 
romycin, novobiocin, chloramphenicol, 
ristocetin, oleandomycin, and sigmamy- 
cin, have a distinct bacteriostatic effect 
on most strains of staphylococci. Al- 
though these antibiotics may suppress 
the growth of staphylococci and impede 
the progress of infection, they would 
be expected to be less effective than 
drugs capable of killing the bacteria, but 
there are few antibiotics with a distinct 
bactericidal effect. No antibiotic is uni- 
formly bactericidal for the staphylococ- 
cus. In concentration of 50 units per 
milliliter or more, penicillin can effec- 
tively kill twenty to forty per cent of 
staphylococci belonging to bacteriophage 
types other than 80/81. On the other 
hand, in our experience, bacitracin and 
vancomycin are the only other two anti- 
biotics with a reasonable bactericidal ef- 
fect on the staphylococcus. These are as 
effective against the 80/81 strain as oth- 
er bacteriophage types. For this reason, 
in severe staphylococcal infection ac- 
quired in the hospital, we prefer begin- 
ning treatment with vancomycin. Then, 
if the staphylococcus proves sensitive to 
penicillin, vancomycin is discontinued 
and treatment continued with penicillin. 


't is important to point out that even 
vancomycin and bacitracin have a bac- 
tericidal effect against only 40 per cent 
of the strains isolated in the hospital. 
Therefore, we have no optimally effec- 
tive chemotherapeutic agent for 60 per 
cent of the severe staphylococcal infec- 
tions. Staphcillin is proving to be as ef- 
fective as vancomycin in treatment of 
penicillin-resistant staphylococcal infec- 
tions. 


The adaptability of the staphylococcus 
to its environment has been amply il- 
lustrated by its ready capacity to be- 
come resistant to almost all antibiotics, 
thus rendering the life of usefulness of 
new drugs very short. For this reason, 
it is important to analyze the changing 
antibiotic resistance of the organisms 
isolated in hospitals. In comparing the 
data on antibiotic sensitivities of staphy- 
lococci obtained in our laboratory be- 
tween 1955 and 1958,° it has been pos- 
sible to observe this changing spectrum 
of drug effectiveness. Little over-all 
change in the sensitivity to penicillin of 
staphylococci isolated from infected hos- 
pitalized patients was noted between 
1955 and 1958, although the number of 
strains susceptible to the drug has re- 
mained very low. Similarly, there has 
been little change in sensitivity of strains 
to erythromycin, tetracycline, chloram- 
phenicol, vancomycin, and oleandomy- 
cin; although, as pointed out before, ex- 
cept for vancomycin and possibly novo- 
biocin, these antibiotics have little bac- 
tericidal effect upon the staphylococcus. 
It is of interest that frequency of isola- 
tion of strains sensitive to novobiocin 
was greater in 1958 than 1955, possibly, 
though not certainly, reflecting a low 
usage of this drug in the hospital. 


EPIDEMIOLOGICAL CONTROL OF INFECTION 
IN THE HOSPITAL 


lf staphylococcal infection in the hos- 


pital is as we have defined it; namely, a 
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problem involving specific groups of pa- 
tients rather than the whole hospital 
population, then our methods of control 
will have to be accordingly directed. The 
majority of the infections are in post- 
operative wounds; therefore, we must 
specifically direct our attention to that 
area. An indirect control measure is the 
institution of a surveillance program for 
detection of infections. As was illustrat- 
ed by our own surveillance, and as was 
similarly found at the Hospital of the 
University of Pennsylvania,’ such a sur- 
veillance of staphylococcal infection ef- 
fected a decline in incidence of infec- 
tion. In our hospital this decline was 
most noticeable on the surgical service. 
The education and corresponding in- 
crease in awareness of the problem of 
hospital infections as provided by a sur- 
veillance program will, in most instances, 
improve methods of control. 


Although the mode of transmission of 
staphylococci important in leading to 
infection has not been precisely defined, 
it has been shown in certain outbreaks 
of surgical wound infections and in 
nurseries for the newborn that specific 
individuals with staphylococcal infection 
may be the important source of disease 
in patients. Such infected persons should 
not be allowed to come into contact with 
patients in the operating room or with 
highly susceptible patients such as those 
with burns and exfoliative dermatitis. 
Although personnel who are carriers of 
staphylococci, but not obviously infected, 
have been pointed out as the source of 
infection in epidemics in newborn in- 
fants, this association has not been so 
clearly defined among other susceptible 
groups of patients. The control of car- 
riers of staphylococci may be particu- 
larly important in handling patients most 
susceptible to infection. 


An obvious source of staphylococci in 
the hospital environment is the patient 
with a suppurative staphylococcal infec- 
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tion. All such patients should be isolated. 
Their dressings, bed clothes and gowns 
should be separately handled and steril- 
ized. The examiner should wear gloves, 
gown and mask when examining these 
patients. 


Besides controlling the infection by 
isolating infected patients and carriers of 
staphylococci, as briefly outlined above, 
consideration has been given to means 
of cleaning the air, walls, floors, and 
ceilings of hospitals. Whether or not 
these sources of staphylococci in the en- 
vironment are important, however, is 
still unknown and any conclusions about 
air conditioning systems, paints or other 
antiseptics are unwarrantable. A_thor- 
ough cleansing with soap and water or 
with detergents, and adequate ventila- 
tion of hospital facilities are suggested 
to combat possible contamination from 
these sources. 


As mentioned before, prophylactic 
antibiotics cannot be relied upon to con- 
trol staphylococcal infection. urther- 
more, there is as yet no definitive infor- 
mation to indicate that specific immu- 
nization will control infection with these 
bacteria. experimental observations sug- 
gest that a further evaluation of staphy- 
lococeus toxoid (alpha hemolysin) may 
prove fruitful in providing a means of 
controlling certain types of staphylococ- 
cal infection.- 


SUMMARY AND CONCLUSIONS 


Surveillance of the over-all incidence 
of staphylococcal infection in the hospi- 
tal does not truly reflect the nature or 
the solution of this problem. Patients 
with lowered resistance to infection are 
primarily involved in the occurrence of 
staphylococcal infections. The patients 
most likely to acquire infection are those 
undergoing surgery. Particularly sus- 
ceptible are those with cancer, burns, 
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dermatitis or diabetes mellitus, and new- 
born infants. Protection of persons sus- 
ceptible to staphylococcal infection 
would have a greater impact upon the 
incidence of infection in hospitals than 
would efforts directed toward control of 
the whole hospital environment. Wheth- 
er or not refined methods of air purifica- 
tion would significantly reduce the inci- 
dence of staphylococcal infection is not 
known, as a controlled study has not been 
made. It is not known whether the air- 
borne route is important in transmis- 
sion of the staphylococci which are re- 
sponsible for infection. 


The inadequacy of our present anti- 
biotic therapy for staphylococcal infec- 
tion is clear, and emphasis must be 
placed on careful surgical care. The ca- 
pacity of the microorganism to become 
resistant to antibacterial drugs has pro- 
hibited the development of effective 
chemotherapeutic agents which would 
have a distinct bactericidal effect upon 
the Staphylococcus. The ubiquitousness 
of the Staphylococcus in the environ- 
ment, however, makes it very unlikely 
that infection by these organisms will be 
satistactorily controlled by efforts di- 
rected at sterilizing the air, surfaces of 
rooms, or human beings. To control the 
problem of staphylococcal infection we 
must find not only new antibiotics, but 
means of building resistance to bacterial 
invasion in susceptible individuals. 


10. 
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Symposium: Epidemiology and Control of Hospital Infections 


BACTERIOLOGY IN RELATION TO HOSPITAL INFECTIONS 


Henry F. M.D. 
BOSTON, MASSACHUSETTS 


Ir genius is the capacity for taking 
infinite pains, then a measure of genius 
is required of every surgeon. That in- 
finite pains can reduce the infection rate 
has been demonstrated by Adams,' Hart, 
Walter and others. A factor common to 
such regimes has been the indoctrination 
of all participating personnel and the 
rigid enforcement of discipline in the 
operating suite. The results obtained by 
these surgeons prove that postoperative 
infections are no longer inevitable. Rath- 
er, an unfavorable rate of hospital infec- 
tion appears more and more to be a di- 
rect manifestation of failure to take nec- 
essary precautions. 


The microbiological sciences are the 
foundation of aseptic technique and the 
principal aid to the epidemiology of sur- 
gical infections. They help to establish 
the cause of infections, to trace their 
spread, to select and guide their therapy, 
and to set up effective measures for their 
prevention. Thus the hospital labora- 
tory has an essential part in diagnosis, 
therapy, epidemiology and prophylaxis. 


From the Department of Ophthalmology, Massa- 
chusetts Eye and Ear Infirmary and Harvard Medical 
School. 
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DIAGNOSIS 


Proper application of the techniques 
of diagnostic bacteriology can determine 
the difference between life and death: 
life, if a lethal pathogen is recognized 
on smear or recovered early in culture; 
death, if cultures are reported negative 
too early or positive too late. Failure to 
include a broth culture may mean fail- 
ure to recover a pathogen overgrown by 
saprophytes on an agar plate. When in- 
ocula are small, a plate culture may show 
no growth, while a broth culture of the 
same swab will often reveal a pathogen. 
False negatives from starvation media, 
false positives from harmless normal 
inhabitants—these are only two of the 
pitfalls awaiting the inexperienced or 
unwary. Yet, too often diagnostic bac- 
teriology is left in the hands of techni- 
cians, registered or unregistered, some- 
times overworked and underpaid, often 
of limited educational and _ scientific 
background, who have little apprecia- 
tion of the clinical importance of their 
findings and little time or incentive to 
acquire it. While it is impossible to have 
a Koch or a Zinsser in the laboratory of 
every county hospital, or a Lister or a 
Holmes on every surgical staff, hospitals 
would do well to foster the team con- 
cept of a bacteriologically minded sur- 
geon working with a clinically oriented 
bacteriologist, a concept well exemplified 
by Adams and Fahlmann at Huggins 
Hospital, and by Walter and Knudsin at 
the Peter Bent Brigham Hospital. 
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THERAPY 


Specific antibiotic therapy and chemo- 
therapy have highlighted the role of 
the hospital laboratory in the selection 
of drugs and in evaluation of their ef- 
fectiveness. An alert technician can of- 
ten save twenty hours in obtaining the 
results of sensitivity tests by streaking 
a four-hour broth culture on agar and 
placing diagnostic discs directly on the 
plates. When the patient’s clinical re- 
sponse fails to parallel expectations 
based on reported sensitivity of the 
causative organism, a more nutrient me- 
dium may reveal the same strain to be 
resistant to the drug or drugs employed. 
Meltzer and Kelemen? reported a fatal 
case of pyocyaneus osteomyelitis of the 
temporal bone, mandible and zygoma 
secondary to external otitis in a diabetic. 
The strain of Pseudomonas aeruginosa 
appeared sensitive (on a dehydrated, re- 
constituted medium) to several anti- 
biotics. In spite of massive dosage with 
three of these antibiotics, the patient’s 
condition grew steadily worse. When 
sensitivity tests were repeated on a beef- 
heart infusion agar recently prepared in 
the laboratory, the strain was found to 
be resistant to all available antibiotics. 


EPIDEMIOLOGY 


Simple epidemiologic studies, such as 
can be performed by any well-trained 
technician, often lead to solution of an- 
noying or serious problems. For ex- 
ample, a persistent series of external ear 
infections appeared in a busy postopera- 
tive clinic. The wounds were never in- 
fected at the time of the first dressing, 
but when they were dressed the second 
time they were found to be contaminated 
with Aspergillus niger. Various deficien- 
cies of instrument and dressing technique 
were remedied without effect on the 
march of infections. Then the hospital 
bacteriologist sampled the air in the 
treatment room and reported many colo- 


nies of Aspergillus niger. The simple 
expedient of leaving the windows open 
at the top and bottom during the night 
ended the epidemic at once. 


In the absence of facilities for phage 
typing of staphylococci, strong infer- 
ences can be drawn from comparison of 
patterns of antibiotic sensitivity of 
strains of staphylococcus isolated from 
infections and of those obtained from 
the environment. In this manner our 
bacteriologist was able to trace the source 
of three eye infections, which occurred 
within two days, to the nose of the oper- 
ating surgeon. 


In a third instance, two otorhino- 
laryngologists reported that patients 
were returning to their offices with pur- 
ulent discharge forty-eight to seventy- 
two hours after tympanic paracentesis 
for serous otitis. Clinical cultures from 
one office showed Escherichia coli; from 
the other office, Bacillus proteus. In each 
instance the offending organisms were 
cultured from the “sterilizing” solution 
in which the paracentesis knives were 
maintained. Both surgeons reported no 
further infections after buying small 
hot-air oven sterilizing units for their 
offices. In each of these small outbreaks 
the hospital bacteriologist, Miss A. B. 
Mangiaracine,* suggested the mode of 
transmission and confirmed it by ordi- 
nary culture methods. 


Finally, the important study of Khor- 
azo and Gutierrez’ has identified the 
conjunctiva and cutaneous flora of sur- 
gical patients as a principal source of 
pathogenic staphylococci in postoperative 
intraocular infections. 


PROPHYLAXIS 


The cooperation of the hospital bac- 
teriological laboratory is indispensable 
to the hospital infections committee. 
Sterility testing of instruments, supplies 
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and medications, and environmental sur- 
veys of all parts of the hospital are the 
principal functions of the laboratory in 
preventing the occurrence and spread of 
infections. These functions should be 
performed according to a definite sched- 
ule and also at random to detect breaks 
in sterile technique. The hospital kitchen 
should be included in the study of en- 
vironmental conditions. Bacteriologic 
controls of autoclave procedures in the 
central supply room and in the hospital 
pharmacy should be forwarded to the 
laboratory with unfailing regularity. For 
purposes of sterility testing, it is essen- 
tial to employ resistant spores, prefer- 
ably those of Bacillus subtilis (var. 
niger) and Clostridium sporogenes. 


Environmental surveys should include 
air samples, surface swabs from walls, 
floors and furniture, contact plate cul- 
tures of blankets, sheets and mattresses, 
membrane filter counts of the contents 
of bedside carafes, and studies of sus- 
pect areas or objects wherever they may 
be. Studies such as those of Adams and 
Fahiman' should not be regarded as 
simply a research project but as a prac- 
tical means of maintaining a constant 
check on the effectiveness of aseptic 
technique. 


Although evaluation of new products 
is not an ordinary function of the hospi- 
tal laboratory, it can reveal that produc- 
ers’ claims, even those fortified by in- 
dependent scientific studies, do not al- 
ways stand up under the test of other 
independent studies, some of which are 
within the scope of the hospital labora- 
tory. Our own experience in_ testing 
various compounds and certain devices 
has repeatedly shown the value of main- 
taining a skeptical attitude toward the 
efficiency of “cold” sterilizing processes 
and of systems of environmental de- 
contamination which depend on chemi- 
cals of alleged permanent efficiency or 
permeating ability, whichever implica- 
tion the user chooses to accept. 


HENRY F. ALLEN 
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COMMENT 


The prophylactic value of environ- 
mental disinfection combined with high 


standards of personal hygiene has been 


demonstrated by those who have ap- 
plied these techniques with meticulous 
care to general surgery. The specialized 
surgery of the eye and of the ear de- 
mands no less exacting standards of 
environmental control. Our limited 
knowledge of epidemiologic mechanisms 
in these special felds points to three 
main sources of operative infection: 
(1) the personal flora of the members 
of the operating team, especially those 
of the respiratory tract ; (2) the personal 
flora of the patient, especially that of 
the conjunctival sac, the respiratory 
tract and the external ear canal: and 
(3) pathogenic contaminants multiply- 
ing in solutions which contact open 
wounds, especially pyocyaneus organ- 


isms in solutions which 


present are 
used for their supposed antiseptic or 
sterilizing properties. All of these 


sources can be detected by laboratory 
procedures and controlled before or dur- 
ing surgical procedures by existing tech- 
niques. 
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INFECTIONS WITHIN HOSPITALS FROM THE STANDPOINT 
OF THE HOSPITAL ADMINISTRATOR 


DEAN A. CLARK, M.D. 


BOSTON, MASSACHUSETTS 
BY INVITATION 


l'koM the standpoint of the hospital 
administrator, infections arising within 
the hospital are, quite simply, a night- 
mare. This doesn’t mean, of course, that 
he throws up his hands in despair and 
does nothing about them. But it does 
mean that there is nothing—except per- 
haps a complete power or water failure 
—about which a hospital administrator 
is more apprehensive and which he is 
more eager to prevent. Unfortunately, 
the prevention or elimination of infec- 
tions from a hospital is a lot trickier 
than preparations for stand-by power or 
water. No doubt | have received this 
much appreciated opportunity to discuss 
hospital infections because | happen to 
be the chairman of the Committee on 
Infections within Hospitals of the Amer- 
ican Hospital Association. 


What, then, is the role of the hospital 
administrator in regard to hospital in- 
fections ? In the first place, it is well to 
remember that when we say “hospital 
administrator,” we are referring to per- 
sons with varied backgrounds. Most 
are not physicians, though some are. 
Many are graduate nurses ; some are ac- 
countants; many are trained (or expe- 
rienced) only in the specific field of 
hospital administration. The specific 
wavs in which a particular hospital ad- 
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ministrator deals with the problem of 
infection will, therefore, depend in large 
part upon his background. But it seems 
to me that there are certain principles 
which all hospital administrators, no 
matter what their backgrounds may be, 
should follow. 


l‘irst of all, there is the question of 
who has responsibility for dealing with 
the problem. It seems clear that the 
over-all responsibility belongs to the 
hospital administrator and to him alone, 
acting with his Board of Trustees or 
other governing body. No other person 
(Chief of the Medical Staff, for in- 
stance) should try to assume over-all 
responsibility. Hospital administrators 
must accept this fact and act according- 
ingly, although some may be loathe to 
do so. The initiative for action should 
come from the administrator. If he does 
not take it, someone may have to prod 
him, but he should take it. 


Secondly, this is a task no adminis- 
trator can perform alone (even if, as 
must be rare indeed, he is a bacteriolo- 
gist). Dealing with infections 1s a su- 
preme example of the need for the co- 
operation of people from many depart- 
ments of the hospital. Medical staff, 
nursing service, laboratory, housekeep- 
ing, maintenance, dietary, medical rec- 
ords, and out-patient department per- 
sonnel are some of them. While the ad- 
ministrator has the over-all responsibili- 
ty, he will need the assistance of a strong 
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committee with representation from the 
various departments whose cooperation 
is required. In spite of the shopworn 
jokes about a committee not being likely 
to fly the Atlantic, control of infections 
in a hospital is one situation which can 
be dealt with only through a committee 
composed of persons with various spe- 
cialized skills and responsibilities. Only 
in this way can the host of complex fac- 
tors, professional and nonprofessional, 
be so organized as to bear effectively 
upon the problem at the proper time and 
place. 


Thirdly, hospital administrators must 
recognize that while the problems asso- 
ciated with infections, particularly those 
involving the Staphylococcus may loom 
large within a hospital, this is a com- 
munity problem, not one limited to a 
particular hospital. Perhaps the easiest 
way to illustrate this fact is to point out 
the seemingly simple matter of obtain- 
ing information about the occurrence of 
staphylococcal infection arising within a 
hospital. People ask, “Why not simply 
have a rule that all such infections must 
be reported on an appropriate form?” 
This is not as easy as it sounds; some 
people may try to conceal the infection, 
or the infection might not be recognized, 
especially when it occurs in the medical 
staff or hospital personnel. But the real 
problem in dealing with infections, and 
one which shows that staphylococcal dis- 
ease 1s often a community problem, is 
the fact that the manifestation of many 
staphylococcal infections appear only af- 
ter the patient has been discharged from 
the hospital. Approximately half of the 
infections occurring in a_ series of 
3,336 presumably clean inguinal hernior- 
rhaphy cases performed at the Massa- 
chusetts General Hospital during the 
past twenty-one years were not appar- 
ent until the patient’s return visit to the 
clinic. The infections were not all of the 
staphylococcal strain, but this points out 
that without a follow-up of discharged 
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patients, the hospital will never know 
the number of infections which occur. 


The hospital administrator must plan 
a follow-up of at least a random sample 
of the patients discharged trom his hos- 
pital. To do this he must make suitable 
arrangements for the collaboration of 
his medical staff, other hospitals in the 
community and the health department. 
Otherwise, patients who are not hospi- 
talized or who are hospitalized in a hos- 
pital different from the one in which the 
infection arose, or persons who have not 
consulted any physician but whose in- 
fection was recognized and reported by 
a patient with a satellite case of infec- 
tion that was seen by a physician will 
be lost from the series. ) 


There are many other community 
aspects to the problem of staphylococcal 
disease. The number of satellite cases 
may be a serious community problem. 
(Fairly large numbers have been found 
wherever studies have been made, such 
as those of Wentworth in Ohio.) The 
presence of infections caused by epi- 
demic strains of Staphylococcus any- 
where in a community is a threat to ev- 
ery hospital in it. Publicity which raises 
undue alarm about the problem may do a 
great deal of harm. On the other hand, 
appropriate public education designed to 
promote understanding rather than fear 
and to gain the cooperation of the public 
in defining and controlling the problem 
may be most beneficial. Legal problems 
may become important. As to these, | 
feel strongly that we, as hospital admin- 
istrators, are obligated first to find out 
about infections in our hospitals, irre- 
spective of the legal consequences. Sure- 
ly we would be guilty morally, if not 
legally, of neglect if we did otherwise. 
The hospital administrator must be well 
aware of all these community aspects, 
and many more, and be prepared to take 
his proper role in dealing with them. 


Finally, 


the hospital administrator 
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must see that appropriate action is taken 
within and outside his hospital to con- 
trol any problem of infection that may 
be discovered. Most of the details of 
this action will have to be carried out by 
someone else, but it is the hospital ad- 
ministrator’s job to see that they are 
carried out promptly and correctly, and 
—in the case of the many procedures in 
the control of infection which must be 
pursued day in and day out—that they 
are continually carried out. | shall not 
attempt to go into the details today. As 
you know, many of the details have been 
set forth in a bulletin of the American 
Hospital Association and in another of 
the Joint Commission on the Accredita- 
tion of Hospitals. A manual on infec- 
tions within hospitals is in preparation 
for the American Hospital Association. 


Two special points deserve considera- 
tion. The first is the necessity for the 
strict isolation of any patient known to 
have an infection—particularly with an 
epidemic strain of Staphylococcus — 
whether it was acquired in the hospital 
or outside. In the American Hospital 
Association Bulletin this point was per- 
haps not emphasized sufficiently. It 1s 
obvious that such precautions should 
always be observed; yet | fear that some 
of us may have grown careless in the 
application of this elementary safety 
measure. 


The second point is that of organ- 
ized training in the best methods 
of control for staff members, nurses, 
and other personnel. This may be done 
by many means, but probably one of the 
most effective is the use of training films. 
They are expensive. In a field such as 
this, where new and superior techniques 
may be expected to develop rapidly 
through the results of research, films 
may have to be altered frequently. Sev- 
eral good ones have been made. Among 
them is “Hospital Sepsis: A Com- 
municable Disease,” edited by Dr. Carl 
Walter and sponsored jointly by the 


American Hospital Association, the 
American College of Surgeons, and the 
American Medical Association. Another 
film I want to mention is soon to be re- 
leased by the Aetna Life Insurance 
Company. It also is sponsored by the 
American Hospital Association and is 
based on the work of Dr. Adams at 


Wolfeboro, New Hampshire. 


Let us not forget that there are many 
other sources of infection besides the 
Staphylococcus. Not many years ago 
we had an occurrence of ten cases of 
Salmonella infection in the Massachu- 
setts General’ Hospital. Incidentally, 
they illustrate the importance of com- 
munity effort in controlling hospital in- 
fections. These cases occurred at such 
scattered locations in our buildings and 
spread over such a length of time—ten 
or twelve weeks—that none of us was 
aware that we had an outbreak on our 
hands until we were alerted by the State 
Health Department, which had been ac- 
cumulating ovr reports. It was found 
that all the infected patients had one 
thing in common: at one time or an- 
other they had all been tube-fed. Yeast 
powder, the one ingredient in a tube 
feeding that cannot be autoclaved or pas- 
teurized and still function as it should 
was the source of infection. A culture 
from the yeast barrel located the bac- 
teria, Salmonella. Measures to control 
spread of infection were instigated, and 
the epidemic was stopped. 


Altogether, the problem of infections 
within the hospital is as complex as any 
which a hospital administrator can be 
called upon to face. It requires accept- 
ance of responsibility and initiative; it 
involves most, if not all, departments of 
his institution; it is always a community 
as well as a hospital problem; and, it 
requires his leadership for prompt, ef- 
fective, and often continuous action. It 
is a real and permanent challenge to 
us all, 
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XVII Jackson Memorial Lecture 


THE REGISTRY OF OPHTHALMIC PATHOLOGY: 


PAST, PRESENT AND FUTURE 


LoRENZ E. ZIMMERMAN, M.D. 


THE name of Edward Jackson is fa- 
mous to all of you. | feel somewhat 
chagrined that | have come to learn 
about this great man only during the 
past several years. Unlike the previous 
persons whom you have honored by your 
invitations to be Jackson Lecturers, | 
was not trained in ophthalmology. The 
Jackson name was not the “household 
word” to me that it was to them. As a 
matter-of-fact, until 1953, I knew very 
little about ophthalmology or of the 
great men who were responsible for this 
speciaity’s having attained the remark- 
able position that it has today. I feel very 
humble, therefore, in coming before you 
this morning. It is the organization which 
] represent that deserves this honor— 
not me personally. For this reason, | 
have chosen for my presentation this 
morning, “The Registry of Ophthalmic 
Pathology: Past, Present and Future.” 
I do believe that the Registry and, par- 
ticularly, the Army Medical Museum 
which made this Registry possible, share 
with such eminent clinicians as Edward 
Jackson an important place in the his- 
tory of American Ophthalmology. Path- 
ology was not one of Jackson’s personal 
hobbies, but it 1s evident that he com- 
manded the respect of the most promi- 


Chief, Ophthalmic Pathology Branch, and Registrar, 
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nent ophthalmic pathologists of his day. 
In reviewing the volume dedicated to 
him in honor of his seventieth birthday, 
| was pleased to find in it papers by such 
men as Finnoff, Friedenwald, the Gif- 
fords, Goar, DeLong and Verhoeff, all 
of whom wrote on subjects relating to 
pathology of the eye. Moreover, Dr. 
Jackson was always intensely interested 
in education. He firmly believed that 
even the greatest of leaders have much 
to “learn through contact with their in- 
feriors.”’ | trust, therefore, that he would 
not be displeased that I have selected this 
subject to kudize him this morning. 


| propose, as the principal part of this 
Jackson Lecture, to review the develop- 
ment of the Registry of Ophthalmic 
Pathology and to tell you something of 
our present activities. Then | would like 
to speculate a bit about the future and 
to enlist your aid in planning for the 
future. This Registry belongs to you, 
and it is, at least in part, your responst- 
bility not only to preserve its heritage 
but to nurture it in such a way that its 
usefulness to us and its ultimate value 
to our patients and for the Nation's 
health will be enhanced. 


THE ARMY MEDICAL MUSEUM 


Before turning our attention to the 
Registry of Ophthalmic Pathology, | 
would like to review some of the history 
of the parent organization, the Army 
Medical Museum (figs. 1-7). The Med- 
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ical Museum, approaching its first cen- 
tennial, was founded on May 21, 1862, 
by the Surgeon General of the Army, 
Brig. Gen. William Alexander Ham- 
mond. The original purpose of the Mu- 
seum was to house “all specimens of 
morbid anatomy, surgical and foreign 
bodies removed, and such other matters 
as may prove of interest in the study of 
Military Medicine or Surgery” obtained 
from the Civil War Battlegrounds. It is 
evident, however, that what General 
Hammond also had in mind was the de- 
velopment of a great graduate school of 
medicine in Washington, where Medical 
Officers of the Army would be kept 
abreast of new advances in Science and 


Medicine* (Letkind, 1954). 


Tix 
Rost 


Pos 


*“This was the first organized medical research 
project for the diligent collection of pathologic speci- 
mens that was national in scope. Its objectives were 
to provide material for the training of Medical 
Officers, for research in methods to diminish mor- 


FIG. 1—The first home of the Army Medical Mu- bidity and mortality of soldiers, and for preparation 
seum, 1862-1863. The Surgeon General’s office was of the “Medical and Surgical History of the Was 
also housed in this building. Neg. No. 32779. of the Rebellion.’’ 


FIG. 2—-The Army Medical Museum moved into this building in 1887, sharing the quarters with 
The Army Medical Library until 1955. This photograph was taken before World War I. Neg. No. 415. 
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Main exhibit hall of The Army Medical Museum before World War 


Jae 


Same building shown in figure 2 at Seventh and Independence Avenue, S.W., 


when it became the home of the Armed Forces Institute of Pathology. 


after World 


219761-2. 
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FIG. 5—The Medical Museum of the Armed Forces 
Institute of Pathology presently occupies this building 
at Ninth and Independence Avenue, S.W. Neg. No. 
218702-2. 


During the period 1862 to 1917, the 
professional staff at the Museum (figs. 
8-11) demonstrated an extremely broad 
range of interests, which included such 
historically significant developments as 
Joseph Janvier Woodward's pioneer ef- 
forts in microscopy and photomicrogra- 
phy; Walter Reed’s, James Carroll’s, 
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FIG. 6—One of several exhibit halls in the present 
Medical Museum of AFIP. Part of the Ball Collec- 


is on display in one of these 
59-4675-6. 


tion (see figure 20) 


cases. Neg. No. 


and Frederick Fuller Russell's investiga- 
tions of the etiology, epidemiology, and 
prevention of infectious diseases ; Daniel 
Smith Lamb’s extended contributions to 
pathologic anatomy; and publication of 


FIG. 7—Aerial view of new building of Armed Forces Institute of Pathology on grounds of Walter Reed 


Army Medical Center. Neg. No. 58-2917-26. 
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FIG. 9——Joseph Janvier Woodward, Assistant Curator 
and Pathologist at Army Medical Museum from 1862- 
1881, was a pioneer in histopathologic technique and 
photomicrography. The photographic plate from which 
this picture was printed was made about 1880 
(Edmonds, 1951). Neg. No. 3659. 


FIG. 8—Army Medical Museum’s first Curator, 
Surgeon John Hill Brinton. Neg. No. 58-7854-14. 


FIG. 11—Dr. Daniel Smith Lamb, pathologist at 
the Army Medical Museum for more than 50 years, 
recorded the Museum’s history from 1862-1917. He 
FIG. 10—Major Walter Reed, MC, USA, Fifth also examined the oldest specimen (fig. 13) in our 
Curator of the Army Medical Museum, 1893-1902. present Registry of Ophthalmic Pathology. Neg. No. 
Neg. No. 2546. 57-13237. 
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the remarkably complete and extensively 
cross-indexed catalogues of the United 
States Army Medical Museum in 1866 
(Surgical Section) and in 1867 (Medi- 
cal Section). 


During those early days, there seems 
to have been relatively little interest in 
ophthalmic histology and _ pathology, 
though, interestingly enough, we learn 
from the complaint of a Dr. L. E. Rau- 
terberg addressed to the Senate Commit- 
tee on Vivisection that the eye was the 
subject of some experimental work! “I 
have thus seen animals with eyes, sec- 
tions of brain and other parts removed 
and kept in reserve for future experi- 
ments for a number of days and all for 
the verification and repetition of results 
obtained and published years ago.” For- 
tunately, Major Walter Reed, then Cura- 
tor of the Museum, was able to obtain tes- 
timony to the effect that Rauterberg’s as- 
sertions of “the most inhuman and bar- 
barous mutilations of the dumb animal 
under the supervision and with the sanc- 
tion of the United States Officers in 
Charge” were wonderfully distorted, in- 
accurate and false and that all animals 
experimented upon were under the in- 
fluence of an anesthetic. 


In the report of the Surgeon General 
for the fiscal year 1888-1889, there is a 
statement that 73 specimens of eyes 
showing disease or injury had been con- 
tributed by Dr. H. G. Noyes of New 
York City. Unfortunately, Dr. D. S. 
Lamb, Pathologist of the Museum, was 
unable to locate any record of this con- 
tribution; he concluded that if Dr. 
Noyes’ specimens were actually received, 
some disposition must have been made 
of them, of which no record is found. 
Lamb did acknowledge a contribution 
of 26 ophthalmic specimens from Dr. 
S. M. Burnett of Washington in June 
1889. The fate of these is also uncer- 
iain, for they are not in our present 
Resistry of Ophthalmic Pathology, which 
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includes only those specimens received 
during and since 1917. 


While we are justly proud of the fact 
that the Registry of Ophthalmic Pathol- 
ogy is generally acknowledged as being 
the first of the Registries* established 
at the Army Medical Museum, we must 
recognize the fact that other specialty 
groups took active interest in the pos- 
sibility of utilizing the Museum’s fa- 
cilities for specimen preparation, teach- 
ing and research long before the Ameri- 
can Academy of Ophthalmology and 
Otolaryngology. Thus, we find in Dr. 
Lamb’s history of the U. S. Army Med- 
ical Museurn the following interesting 
quotation contained in a letter that Dep- 
uty Surgeon General John Shaw Bil- 
lings, then the Director of the Museum 
and Librarian of the Surgeon General’s 
Office, wrote to Dr. William Donally, a 


\Vashington dentist, on December 10, 
1894:7 


I have attempted in past years to call the 
attention of the dental profession to this insti- 
tution (that is, the Army Medical Museum) 
as one which they should endeavor to make 
complete in all matters relating to the Path- 
ology and treatment and diseases of the teeth 
and jaws so that it might be considered by 
them as their national collection of literature, 
specimens, apparatus, etc.-to illustrate the his- 
tory and condition of dentistry, just as other 
sections of the Museum and Library are con- 
sidered to be their national collection by the 
physicians, surgeons, and specialists of the 
country; and it appears to me that more 
definite, useful and permanent results can thus 
be obtained than are likely to follow from an 
attempt to create a new Museum and Library 
devoted exclusively to matters of interest to 
the dental profession. 


On September 16, 1895, Dr. Donally 


was one of a committee of the American 
Dental Association appointed to add to 


*There are now 25 Registries in the 


Registry of Pathology (table I). 


American 


+See also Walton, J. R. (1895). 
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TABLE | 
REGISTRIES OF THE AMERICAN REGISTRY OF PATHOLOGY* 
REGISTRY SPONSORING SOCIETY DATE REGISTRARST 
1. Ophthalmic Pathology Am. Acad. of Ophthalmology 1921 L. E. Zimmerman, M.D. 
and Otolaryngology 
2. Lymphatic Tumor Am. Assn. of Pathologists 1925 R. J. Lukes, M.D. 
and Bacteriologists 
3. Bladder Tumor Am. Urological Association 1927 F. K. Mostofi, M.D. 
4. Dental and Am. Dental Association 1933 L. S. Hansen, Capt.. 
_ Oral Pathology MC, USN 
5. Otolaryngic Pathology Am. Acad. of Ophthalmology 1935 S. H. Rosen, M.D. 
and Otolaryngology 
6. Dermal Pathology Am. Acad. of Dermatology 1937 E. B. Helwig, M D 
. Kidney Tumor Am. Urological Association 1958 F. K. Mostofi, M.D. 


/ 
& Chest Tumor 


9. Neuropathology 


Am. Assn. tor Thoracic Surgery 1940 S. H. Rosen, M.D. 


Am. Assn. of Neuropathology- 1942 W. E. Haymaker, M.D. 


Am. Psychiatric Association 
10. Orthopedic Pathology Am. Soc. of Clinical Pathologists 1943 L. C. Johnson, M.D. 


11. Prostatic Tumor 


Am. Urological Association 


1943 F. K. Mostofi, M.D. 


12. Veterinary Pathology Am. Vet. Medical Association 1944 F. D. Mauer, Lt. Col., 
V.C., US/ 

13. Gerontology Gerontological Society 1945 G. H. Klinck, M.D. 

14. Genito- Urinary Am. Urological Association 1947. F. K. Mostofi, M.D. 

_ Pathology 

15. Radiologic Pathology Am. Coll. of Radiology- 1947, W. L. Thompson, 


Am. Roentgen Ray Soc. 


Col., MC, USA Ret. 


Radiologic Soc. of North Amer. 


16. Cardiovascular 
Pathology 
17. Endocrine Pathology None 


Am. Heart Association 1948 W.C. Manion, M.D. 


1948 G. H. Klinck, M.D. 


18. Hepatic Pathology Am. Gastroenterologic Society 1949 H. F. Smetana, M.D. 

19. Leprosy Leonard Wood Memorial 1950 C. H. Binford, M.D. 

20. Nutritional Pathology Am. Institute of Nutrition 1951 R. H. Follis, M.D. 

21. Female Reproductive Am. Soc. of Clinical Pathologists 1952 R. D. Neubecker, M.D. 
System 

22. Gastro-intestinal Am. Soc. of Clinical Pathologists 1952 E. B. Helwig, M.D. 
Tract 

23. Pediatric Pathology Am. Acad. of Pediatrics 1956 H. F. Smetana, M.D. 

24. Forensic Pathology Coll. of American Pathology 1958 kK. H. Johnston, 


25. Testicular Tumor 


Maj., MC, USA 


Am. Urological Association 1959 F. K. Mostofi, M.D. 


‘Colonel J. M. Blumberg, MC, USA, is Scientific Director, American Registry of Pathology 


‘September 1960 


the dental exhibit in the Museum. As a 
result of the efforts of this committee, 
the dental collection was much enlarged. 
The American Dental Association at its 
thirty-sixth annual meeting, adopted a 
resolution formally recognizing the Mu- 
seum and the Library as the National 
Library and Museum of the Dental Pro- 
fession in the United States. 


In his presidential address to the 
Washington Obstetrical and Gynecologi- 
cal Society on October 6, 1899, Dr. 


Thomas C. Smith chose to speak on the 
obstetrical and gynecological treasures 
available at the Army Medical Museum. 
He called the attention of his colleagues 
to the advisability of more frequently 
resorting to this storehouse of pathology 
and of considering the advantages to be 
derived from frequent visits to the Mu- 
seum when they were preparing papers 
for oral presentation or for publication. 
In closing his address, Smith reminded 
his audience that 1t was their duty to add 
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to the Museum's collections in every 
possible way and exhorted them not only 
to contribute specimens but to provide 
salient histories and results of such lab- 
oratory examinations as might have been 
made. Thus the value of Museum speci- 
mens would be enhanced, further inves- 
tigation would be greatly facilitated, and 
the additional labor required of the con- 
tributor would be minimal. Amen! 


In 1917, all pathologic specimens and 
other important acquisitions in the Mu- 
seum were assigned consecutive acces- 
sion numbers which are still in use to- 
day (fig. 12). While at first, the same se- 
ries of accession numbers was used for 
such nonpathologic acquisitions in the 
Museum as wax models, old instruments, 
and photographs, it subsequently be- 
came the policy to reserve these acces- 
sion numbers for individual case stud- 
ies. Only one accession number is as- 
signed to any one individual.* Thus in 
the course of a lifetime, many biopsies 
and finally the autopsy of an individual 
will be filed under the same accession 
number. 


It is of historical interest that the first 
new surgical pathology case contributed 
to the Museum in 1917 when the cur- 
rent series of “Accession Numbers” was 
begun was number “6.”” The first three 
acquisitions were temporal bones mount- 
ed for Museum display, purchased from 
the late Edgar B. Burchell of New York 
City. A series of photographs was as- 
signed Acc. No. 4. The first autopsy case 
was that of an anencephalic fetus (Acc. 
No. 5). AFIP Acc. No. 6 is of special 
interest to us because it concerned a 3- 
year-old colored girl whose eye was enu- 
cleated at the Children’s Hospital in 


*By the end of the present calendar year the total 
number of accessioned cases on file at the AFIP will 
be approximately 990,000. Of these, about 50,000 
are in the Registry of Ophthalmic Pathology, which 
includes 7,700 tumors, 4,600 cases of primary and 
secondary glaucoma, 11,700 eyes enucleated because 
of trauma, 900 congenital malformations, and 3,800 
inflammatory lesions. 
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TOTAL TOTA 
AFIP ACCESSIONS EYE CASE s 
RAIE OF GROWTH 
900, 000 F L 
ARMED FORCES INSTITUTE OF 
PATHOLOGY __ 
40,000 
800, 000 F AND “fmm T 
REGISTRY OF : 
OPHTHALMIC PATHOLOGY 
700, 000 F ! > 
1917 ~ 1960 
600, 000 30, 000 
i 
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‘ 
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200, 000 — 
100, 000 4 
| 
9920 "330 1940 1950 1900 
FIG. 12-——Comparison of the period of accelerated 


growth of the Registry of Ophthalmic l’athology with 
that ot the entire AFIP reveals the former began 
about five years before the latter. 60-5610. 


Neg. No. 


Mel anosercomna of Small 


FIG. 13-—-This retinoblastoma, erroneously labeled a 
melanosarcoma when it was accessioned in 1917, 
represents the first surgical specimen contributed when 
the present series of Accession Numbers was begun in 


that year. AFIP Acc. No. 6. 
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kIG. 14—Dr. Harry Gradle, to whom major credit is due for having conceived of a central laboratory 
and museum of opkthalmic pathology to be used for postgraduate teaching. Neg. No. 60-5251. 
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FIG. 15—Brig. General George Russell Callender, MC, USA, Retired, who as a Major serving as 
Curator of the Army Medical Museum was responsible for the organization of an ophthalmic pathology 
laboratory and museum at the Army Medical Museum and for the subsequent American Registry of 
Pathology. 


FIG. 16—Photograph of the original letter distributed before the 1921 Academy Meeting advising the 
membership of the plans to establish a central museum of ophthalmic and otolaryngologic pathology at the 
Army Medical Museum. 
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TWENTY-SIXTH ANNUAL MEETING. PHILADELPHIA, PA.. OCTOBER 17-22. 1921 


orricaee COUsBCcIL 


THE AMERICAN ACADEMY OF 
BOBEST Vice OPHTHALMOLOGY AND 


DS. SECOBD HB. LABOR, 
PRL Fa. 


De wi ic. OFF. Terao Vice OTO-LARYNGOLOGY 


cor. 


DS. SMIL MaT SS. 


ae. OFFICE OF THE SECRETARY 
y DS. B. GRADLE, cBicseo. it. 
6 Dr. LUTHER C. P&STER 


DS. CLASES CE LOBES, Bore oF 1520 SPRUCE STREET DS. SLLETT, 
14. DS. BORACE SEW 


My Dear Doctor: 


At the June, 1921, meeting of the Council of the American Academy of Ophthalmology and 
Oto-Laryngology, it was decided to establish a Museum of Ophthalmic and Oto-Laryngologic 
Pathology. Is is obvious that a Society without permanent headquarters and without a staff of 
trained technicians could not make a success of such a project alone, since it would require a 
permanent location, a corps of trained technicians, a comprehensive method of filing and catalogu- 
ing specimens, and all of the other necessities of a museum. The Society, however, is in a posi- 
tion to supply abundant pathological material. A representative of the Council had approached 
the Surgeon General of the Army previous to this meeting and was offered the facilities of the 
Army Medical Museum for the establishment of such a collection as would be of most interest 
and value to Ophthalmologists and Oto-Laryngologists. The Army Medical Museum receives 
specimens of all varieties and has a large collection of Ophthalmic instruments, but only a very 
small collection illustrating Ophthalmic or Oto-Laryngologic Pathology. This institution has agreed 
to set apart certain space for the display of Ophthalmic and Oto-Laryngologic Pathology and to 
co-operate further by sending reports to donors of specimens, together with such photographs as 
it is found possible to take, both of the gross specimens and of any microscopical slides made 
therefrom. There is, however, no person at the Museum well qualified in Ophthalmic or Oto- 
Laryngologic Pathology. It is therefore considered necessary that all Ophthalmic and Oto- 
Laryngologic Pathologists who may be willing to assist in making diagnoses of the specimens 
prepared by the Museum be placed on a voluntary committee and asked to pass upon specimens 
which will be sent them for confirmatory diagnosis from the Army Medical Museum. 


The following working plan is suggested in the hope that free and constructive criticism 
will be offered to the undersigned committee before final hard and fast rules are adopted: 


(1) The name of this section of activities of the American Academy of Ophthalmology 
and Oto-Laryngology shall be “The Section of Pathology.” 


m3 The Museum collection shall be located in the Army Medical Museum at Washing- 
ton, D. 


(3) The administration shall be conducted by the Curator, Army Medical Museum, in con- 
sultation with @ supervisory committee of the Academy. Any administrative matters involving 
the Army Medical Museum will require the approval of the Surgeon General, U. S. Army, as 
represented by the Curator, Army Medical Museum. 


(4) All members of the American Academy of Ophthalmology and Oto-Laryngology are 
urged to send interesting specimens of Ophthalmic or Oto-Laryngologic Pathology to the Museum, 


together with as complete a protocol as possible, and to co-operate in every way to make the 
institution @ success. 


(S) The Army Medical Museum shall not be financially obligated. In case the amount 
of incoming material becomes so large as to require extra technical or clerical help, special 
arrangements therefor will be considered by the Academy. The minor expenses of printing, etc., 


amounting to not more than $100 per year, shall be borne by the American Academy of Ophthal- 
mology and Oto-Laryngology. 


The Surgeon General of the Army has signified his willingness to prepare a suitable collec- 
tion of such material as may be available for exhibition at the annual meetings of the American 
Academy of Ophthalmology and Oto-Laryngology, the expenses of transportation and display to be 
borne by the American Academy of Ophthalmology and Oto-Laryngology. 


U'nder the regulations of the Army Medical Muscum the Pathological material is open for 
study to any qualified person, as may be determined by the Curator, and facilities are offered 
here for such study; a suitable laboratory and microscopes, together with access to the complete 
records of all specimens, are available during the hours the Museum is open. 


Specimens sent in should be addressed as follows: 


ARMY MEDICAL MUSEUM, 
WASHINGTON, D. C. 
Section of Ophthalmic (or Oto-Laryngologic) Pathology. 


and should have the donor's name and address. A complete protocol of the case must be sent 
under separate cover, so labeled as to avoid confusion. Specimens for microscopic study should 
be placed in 10°) formalin or Zenker's fluid as soon after removal as possible. After 24 hours, 
wash the specimen, change the fluid, and send it to the Muscum in a tightly stoppered bottle 
within a stout carton. 
MIAIOR GF CALLENDER, it. S. GRADLE, DR. IRA PRANK, 
Army Medical Museum, 22 Washington Street, 104 S. Michigan Avenue. 
Washington, Chicego, Chicago, HI. 
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Washington and contributed to the Mu- 
seum by Dr. D. K. Shute on April 27, 
1917. The specimen was examined by 
Dr. D. S. Lamb, who found an intra- 
ocular neoplasm which he misinterpreted 
as a “round cell melanotic sarcoma.”’ The 
specimen was prepared for the Museum 
(fg. 13) and has been displayed under 
that erroneous diagnosis all these years! 
The tumor is actually a necrotic retino- 
blastoma that has invaded the choroid 
and extended posteriorly into the optic 
nerve and orbit. 


Between 1917 and the beginning of 
1922, only an occasional eye was sub- 
mitted to the Museum for pathologic 
study. During this period, the total ac- 
cessions rose to about 18,000, a large 
proportion of which represented post- 
mortem cases from the awful influenza 
epidemic of 1917-1918. Among these 
18,000 cases, only 18 eyes were in- 
cluded. This is fewer than we now re- 
ceive in one average week. It is obvious, 
therefore, that pathologists at the Mu- 
seum were not in a position to become 
expert in the field of ophthalmic pathol- 
ogy. 


THE ACADEMY AND THE MUSEUM 


It has been impossible for me to ob- 
tain a completely clear picture of how 
the American Academy of Ophthalmol- 
ogy and Otolaryngology and the Army 
Medical Museum first came _ together, 
because the initial correspondence be- 
tween officers of these two organizations 
has not been located either in Dr. Bene- 
dict’s office at the Academy or in the 
Armed Forces Institute of Pathology. 
It is amply clear, however, that Dr. 
Harry Gradle (fig. 14), representing the 
American Academy of Ophthalmology 
and Otolaryngology, and Major George 
R. Callender (fig. 15), then the Curator 
of the Army Medical Museum, were the 
principal persons concerned with the 
organizational aspects of what we now 
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call the Registry of Ophthalmic Pathol- 
ogy. In the minutes of the 1921 meet- 
ing of the Academy, Dr. Gradle made 
reference to a printed letter that was dis- 
tributed to the membership of the Acad- 
emy prior to the annual meeting. This 
letter, which is reproduced in figure 16, 
describes action taken by the Council of 
the Academy to establish at the Army 
Medical Museum, a Section and Mu- 
seum of Ophthalmic and Oto-Laryn- 
gologic Pathology. As Dr. Gradle point- 
ed out, the Academy membership was in 
a position to contribute material which 
was lacking at the Museum and, on the 
other hand, the Army could supply the 
home for the Museum and the techni- 
clans necessary to prepare the specimens. 
Dr. Gradle’s report recapitulating the 
union which had been effected between 
the Academy and the Museum was 
moved for acceptance by Dr. Nelson 
Black of Milwaukee. The motion was 
seconded and carried. Thus we have, in 


1921, the beginnings of the present Reg- 
istry of Ophthalmic Pathology. 


But since neither trained technicians 
nor pathologists experienced in ophthal- 
mic and otolaryngic pathology were 
available for this specialized work, a 
special committee would need to be de- 
veloped to provide guidance. It was only 
natural that Gradle and Callender should 
turn to Dr. Frederick H. Verhoett (fig. 
17) of Boston for guidance. At about 
the time of the International Congress 
of Ophthalmology held in Washington, 
D. C., May 1922, Verhoeff was called 
to the Museum to discuss the matter 
with them, at which time he suggested 
the formation of a Registry of Ophthal- 
mic Pathology.* Verhoeff was asked to 
give the technicians of the Museum in- 


*At this time the first of all national registries-—the 
Codman Bone Sarcoma Registry—was less than two 
years old. Codman was then a friend and patient of 
Verhoeff’s, and he often discussed with him his Bone 
Tumor Registry. Verhoeff probably obtained the 


term “Registry” from Codman (personal communica- 


tion from Verhoeff). 
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FIG. 17—-Dr. Frederick Herman Verhoeff was the 
Army Medical Museum's principal consultant in 
ophthalmic pathology during the first two decades of 
the Registry’s existence. 


structions as to the sectioning of eyes, 
which he did. 


Some of Dr. Harry Gradle’s remark- 
ably farsighted thoughts, which coin- 
cided so well with those of Major Cal- 
lender, Curator of the Museum, and 
General Ireland, Surgeon General of the 
Army, and which played such a major 
role in establishing the Registry of Oph- 
thalmic Pathology, are contained in a 
lengthy letter which he wrote to Dr. 
Walter R. Parker, who was then Presi- 
dent of the American Academy of Oph- 
thalmology and Otolaryngology. This 
letter dated August 26, 1922, was writ- 
ten only ten months after the Section 
and Museum of Ophthalmic Pathology 
were established at the Army Medical 
Museum. The letter read as follows: 


My Dear Doctor Parker, 

| believe that you are correct in recommend- 
ing that only members of the Academy be 
intimately associated with the work of the 
Section on Pathology. However, it seems to 


me that the section has proven its value suffi- 
ciently in the short time that it had been in 
existence to justify an expansion that was in 
my mind when I first suggested the idea of 
the Section. An expansion that was neces- 
sarily dependent upon a small beginning and 
a cautious feeling of the way. 


In order to show what has been accom- 
plished and thus to lead to the bigger idea, 
allow me to recapitulate briefly. The Section 
on Pathology has been existent since last 
October. In that time we have received over 
100 ophthalmic specimens and two oto-laryn- 
gologic. These have been worked through as 
rapidly as has been possible and consistent 
with good work and every one has been ex- 
amined and diagnosed personally by Dr. Ver- 
hoeff (from now on, four of us are going to 
do the preliminary examining and then send 
the specimens to Verhoeff for final judge- 
ment). Every specimen is photographed in 
the gross and then worked-up in toto histo- 
logically. From this fairly large material, the 
Museum is preparing an exhibit for the Min- 
neapolis Meeting that we hope will be credit- 
able. But the material is not coming in the way 
it should. We do not expect material from you 
or Knapp or Verhoeff or the men with labor- 
atories at their disposal. It should come from 
men in cities, not associated with an Institution 
that does ophthalmic pathology, and from the 
men in the smaller localities. To reach these 
men and impress upon them the value of send- 
ing in all] of their material is the biggest task 
of the Section today, and mind you, all of this 
has been done without a cent of expense to 
the Academy or to any individual. 


In order to increase the scope ot the work 
and make the Museum the real center of 
Ophthalmic Pathology, it is necessary to en- 
list a larger number of men as donors and 
to interest the teachers and leaders of the 
profession in encouraging such donations (at 
St. Louis, Dr. DeSchweinitz persuaded Dr. 
J. M. Ball to donate his entire pathological 
collection to the Museum). Further, oto-laryn- 
gologic pathology must be divorced from the 
ophthalmic and must be treated separately. To 
this end, I would like to propose to you the 
following scheme and, if it meets with your 
approval, then incorporate it in my report to 
the Academy on the activities of the Section 
on Pathology. 


Let the Section on Pathology expand to a 
national body in the same way that the Board 
of Ophthalmic Examinations is national. Let 
it be under a committee of three, one appoint- 
ed from each of the three national Ophthal- 
mic Societies and each member to serve for 
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three vears. Each year, one member shall 
be retired automatically (after the end of the 
first three years) and his place shall be filled 
by a member appointed by the Society of 
which the retiring member was the repre- 
sentative. This committee shall have a fourth 
member who shall be the Curator of the Army 
Medical Museum. The committee shall have 
the power to act without referring to the 
parent body unless such action may be op- 
posed to the policies of the parent societies. 
The expenses of the committee (purely nomi- 
nal) shall be borne by the parent Societies, 
prorated according to the membership of the 
Society of the current year. Let the name 
of the loose organization be the American 
Museum of Ophthalmic Pathology (or what 
have vou?) and the purpose, to found a central 
museum of ophthalmic pathology at the Army 
Medical Museum, utilizing for that purpose 
such pathological resources of the country as 
may be available. With such a formation es- 
tablished, several things could be accomplished. 
First, greater efforts could be made at ob- 
taining material, as all local feeling would be 
eliminated and all of the members of all! the 
national Societies would cooperate. Moreover, 
the aid of the 25 odd local Societies could be 
enlisted in securing material. Second, an ex- 
change of unusual material could be arranged 
with the universities and Institutions doing 
ophthalmic pathology, to the greater advan- 
tage of all concerned. Third, all this would 
tend to stimulate a nationwide interest in the 
subject that has been sidetracked for the 
fascinating hunt of the dollar, namely oph- 
thalmic pathology. 


Now I come to some of the ideas that | 
am not willing to voice to anyone but you. 
After a few years, when sufficient material 
has been collected, it will be possible to as- 
semble some three to eight of our nationally 
recognized ophthalmic pathologists in Wash- 
ington or someplace else and give a 2 to 4 
weeks course in ophthalmic pathology to such 
ophthalmologists as may desire it. Irrespective 
of what the price of such a course might be, 
there would be enough microscopes to go 
around. The attendance at the Fuchs lectures 
in Chicago, proved that. It will also be pos- 
sible to make up study sets of 200 or more 
sections representing different phases of oph- 
thalmic pathology, accompanied by complete 
descriptions, that could be sent around the 
country to places remote from institutions as 
loans for home study. I have two such sets 
out now and they are in constant demand. 
There are also a few other ideas that could 
be worked out, dependent upon the expansion 
of the Section on Pathology. 


rR. AM. ACAD. 
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I am sorry to inflict this long a letter upon 
you, but I do not want to move in this matter 
without your advice. May I have that before 
the meeting in order that | can prepare the 
necessary report? We are running a special 
train out of here on Sunday nite, September 
17, on the C. M. & St. P. I hope that you 
can join us on that as we expect a good crowd 

Cordially, 
/s/ Gradle 

Gradle, Verhoeff, and Callender then 
organized a panel of consultants to 
whom the Museum could refer difficult 
cases for descriptions and diagnoses. 
The panel included, in addition to Dr. 
Verhoeff, the chairman, the following 
men: Drs. Harry S. Gradle (Chicago), 
M. Feingold (New Orleans), William 
C. Finnoff (Denver), W. KE. Camp 
(Minneapolis), and H. Barkan (San 
Francisco) (see Coupal, J. IF., 1923). 


As is so often the case with commit- 
tees, there are always individuals who 
are eager to be on the committee but 
who fail to render service. The commit- 
tee on Ophthalmic Pathology was no 
exception, as we learn in an interesting 
letter which Callender wrote to Gradle 
on February 27, 1926. Among other 
things, Callender stated: 


I do not approve of adding any other person 
to this committee unless they are going to be 
active as a consultant pathologist. At the 
present time, | personally am reporting on a 
considerable number of specimens which are 
not difficult, sending only the difficult cases 
to Dr. Verhoeff. The result is we are up to 
date. Dr. never reported on some of 
the cases he had and I never received replies 
from Dr. . Needless to say I am too 
busy to deal with people under these condi- 
tions and, therefore, | took up the work of 
handling the easiest specimens myself. I think 
it rather unfair that Dr. Verhoeff should do 
it all but that is the status and he is always 
extremely prompt in returning replies. 


Subsequently a more satisfactory Ad- 
visory Committee of ophthalmologists 
who were exceedingly interested in the 
Registry of Ophthalmic Pathology and 
who rendered faithful service for many 
years was established. In addition to 
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FIG. 18 —-Dr. Jonas Stein Friedenwald succeeded 
Verhoeff in the role of principal consultant to the 
Registry of Ophthalmic Pathology. 


Doctors Gradle and Verhoeff, the com- 
mittee included Dr. Jonas S. Frieden- 
wald (of Baltimore) (fig. 18) and Dr. 
Georgiana D. Theobald (of Chicago) 
(fig. 19) (Cornell, 1936). 


lt was very fortunate for Dr. Harry 
Gradle and the American Academy of 
Ophthalmology and Otolaryngology that 
the pathologist who was Curator of the 
Army Medical Museum in 1921, Major 
George R. Callender, and the person who 
was then Surgeon General of the Army, 
Major General M. W. Ireland, were 
both anxious to alter the course of the 
Army Medical Museum. As Callender 
stated when he participated in the 1953 
program of the Academy, the Army 
Medical Museum was rejuvenated by 
receiving an enormous amount of mate- 
rial from World War |. The staff ot 
1920 decided the Institution should be- 
come a live activity in pathology in ad- 
dition to its function of collecting, study- 


ing, and reporting on the injuries and 
diseases of armed conflicts. Major Gen- 
eral M. W. Ireland ably supported the 
decision and enabled the Museum to be- 
come an Institute of Pathology rather 
than a “pickle factory,” as he had face- 
tiously called it. 


During the transition period which 
followed World War I, a follow-up pro- 
gram was established for tumors and for 
determining the residual pathology of 
diseases of military importance. It was 
at this time, when the Registry type of 
approach had already begun to be ap- 
plied to cases on file at the Museum, that 
Dr. Harry Gradle approached Major 
Callender with his proposal to establish 
a central laboratory of Ophthalmic and 
Otolaryngic Pathology. 


The appreciation of the officers of the 
Academy for the active participation of 
the Army Medical Museum in the first 
annual meeting of the Academy follow- 
ing the establishment of the Section and 
Museum on Ophthalmic Pathology was 
expressed in letters to the Surgeon Gen- 
eral of the U. S. Army. On September 
25, 1922, Gradle wrote: 


At the annual meeting of the American 
Academy of Ophthalmology and Otolaryn- 
gology that was just held in Minneapolis, the 
Army Medical Museum exhibited specimens 
of ophthalmic pathology, both gross photo- 
graphs as well as microscopic slides. These 
specimens have been collected during the past 
year from the members of the Academy. The 
exhibit was largely attended and _ received 
great praise. It was one of the best public ex- 
hibitions that it has ever been my good for- 
tune to see, an opinion that was concurred in 
by all of the pathologists at the meeting. I 
wish to take this opportunity of expressing to 
the Army Medical Museum through your of- 
fice, the appreciation of the character of the 
work that has been done for the past year. 


In view of the fact that this loosely bound 
union between the Army Medical Museum and 
the Section on Pathology of the American 
Academy of Ophthalmology and Otolaryn- 
gology has proved so successful, it seems ad- 
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FIG. 19—Dr. Georgiana Dvorak-Theobald faithfully served with Verhoeff and 


Friedenwald on the ophthalmic pathology advisory committee and was an important 
contributor to the Registry during its early days of rapid growth. 


visable to endeavor to expand the field of 
activity. During the past year, about 100 oph- 
thalmic specimens have been sent to the 
Museum. There should have been 5 to 10 
times that number and even that would repre- 
sent but a small amount of the ophthalmic 
pathological material that is wasted annually. 
By interesting a large number of men in the 
project, it would seem probable that a larger 
amount of material could be secured. In order 
to do this, | would suggest that the American 
Ophthalmological Society and the Ophthalmic 
Section of the American Medical Association, 
the other two National Ophthalmic Societies, 
be approached with the aim of securing their 
cooperation. The Academy has authorized me 
to make such advances, pending your approval. 


Should you approve of the suggested expan- 
sion, it probably would be better to handle 
the matter through the Academy. There is 
much to be gained by such cooperation. With 
the increased number of specimens that cculd 
be secured by proper publicity, through the 
three Societies, it would not be long before 
the Army Medical Museum would house the 
finest collection of Ophthalmic Pathology of 
any Institution. Such a collection would in- 
crease rapidly by arranging exchanges with 
other Institutions doing similar work and 
eventually would offer the greatest teaching 
possibilities that exist. In fact, the possibilities 
are nearly unlimited and if the standards, set 
by the work of this past year, are maintained 
(as I am sure they will be), there will be 
established a Mecca for ophthalmic patholo- 
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gists. May I hear from you on this subject? 


Again I wish to express the appreciation 
ot the Academy of the work and of the ex- 
hibit of the Army Medical Museum, Section 
on Ophthalmic Pathology, and I shall take the 
opportunity of expressing that appreciation 
in person on my visit to Washington during 
the next month. 

Very truly yours, 
/s/ Gradle 


On October 7, 1922, Dr. Walter R. 


Parker wrote to General Ireland as fol- 
lows: 


| have just finished my term as President 
of the American Academy of Ophthalmology 
and Otolaryngology, and wish to express to 
you my great appreciation of the generous 
arrangement you have made with the Academy 
for their pathological work. The exhibition in 
Minneapolis was a great credit to all of us, 
and I believe that this opportunity to make 
these specimens available for study will be 
productive of great results. 

Dr. Gradle and his committee have been 
very active, and are as enthusiastic over the 
arrangements made with the Army Medical 
Museum as | am. Thank you many times. 

With kindest personal regards. 

Very sincerely yours, 


/s/ Walter R. Parker 


In the minutes of the 1923 meeting, 
Gradle reported that the committee on 
pathology had been working in a rather 
loose manner and unfortunately for 
some, “the greatest endeavor has been 
along the line of ophthalmic pathology, 
so that oto-laryngology has been treated 
in a rather stepmotherly fashion.” He 
recommended that the Section on Path- 
ology be divided into two separate com- 
mittees, Ophthalmic Pathology and Oto- 
laryngic Pathology, since these represent 
so radically different fields that no one 
committee would be able to handle them 
properly. Gradle pointed out that the 
Section on Ophthalmic Pathology had 
endeavored to become nationalized in 
that the Academy had joined with the 
American Ophthalmological Society and 
the Section on Ophthalmology of the 
American Medical Association in en- 
dleavoring to establish a “National Mu- 


seum of Ophthalmic Pathology” with 
headquarters at the Army Medical Mu- 
seum. The plan which was approved at 
the 1921 meeting and which had been 
put into effect during 1922 was as fol- 
lows: Ophthalmologists were requested 
to send in all of their specimens, not 
only those that were rare or unusual, 
for, in order to have a complete collec- 
tion, everything was deemed necessary. 
The specimens were processed at the 
Army Medical Museum by the techni- 
cal and professional staff on duty there 
and a final report and diagnosis was giv- 
en to the donor. At the request of the 
donor, photographs, as well as_ slides, 
were furnished. In this way, it was 
planned to gradually build up a Museum 
of Pathology where every specimen 
would be available to every member of 
the Academy. It was hoped that even- 
tually the collection could be made avail- 
able “to every reputable physician, both 
in Washington and outside as the mate- 
rial could be sent by mail.” 


The Museum of Ophthalmic Pathol- 
ogy almost immediately got off to a good 
start when Dr. James Moores Ball of 
St. Louis contributed his entire ophthal- 
mic museum and pathology collection to 
the Army Medical Museum on July 4, 
1922 (fig. 20) (Coupal, J. F., 1923). 
Thereafter, things progressed more 
slowly and we find Dr. Gradle in his 
1924 report complaining that there had 
not been the response from the member- 
ship of the Academy and the profession 
at large which had been anticipated. By 
1927, however, Gradle was becoming 
more optimistic and he reported that the 
Committee on Ophthalmic Pathology, 
working in conjunction with the Acad- 
emy was continuing the growth of its 
work. Ophthalmic specimens were being 
sent in to the Army Medical Museum in 
greater numbers and there were then 
about 2000 specimens contributed main- 
ly by members of the Academy. This 
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ST. LOUIS, FRIDAY, MARCH 1, 1929. 


Funeral Services Mondzy. 
By his own wish, Lr. Ball's body 
will be cremated and the ashes 
ings, charts and casts. The collec- 
tion made over a period of 320 
years, is said to be second only to 
AND WRITER DIES = of Dr. George E. de Schwein- 
itz of Philadelphia. 


pigsz he donated his collection of 
‘anatomical specimens and draw- 


placed in the Army Medical Mu- 
seum in Washington, to which in 
Funeral services will be held at 

|} the family residence Monday 
Besides his work on ophthaimol- 


‘His Work on “Me “Modern Oph- cur. Dr. Ball wrote two 
mes, “Andreas Vesalius, Reform- 

thalmology One of Fore er of Anatomy.” issued in 1910. 
and “The Sack-"Em-Up Men,” an 


most Studies of Eye Di- | eccount of the days when’ grave- 


{ ards were looted for human dis- 


seases Used Today. | section specimens. The latter bouk | 
was iasued last year 
FIG. 20—(Top) Urn containing the ashes of Dr. 


Tames Moores Ball, who helped establish the central 
Museum of Ophthalmic Pathology by contributing his 
large collection of mounted specimens in 1922. Neg. 
No. 60-5500. (Bottom) Portion of Dr. Ball’s obituary 
in St. Louis Post-Dispatch. Neg. No. 60-5501. 


increased growth, however, presented a 
new problem, for the limited facilities 
and personnel afforded the Museum by 
Congress was not adequate to keep pace. 
Gradle stated: 


As a result it becomes absolutely essential 
that help from this Society be now forthcom- 
ing. Why is this help necessary? Because the 
Museum is just beginning to be in a position 
to accomplish what they wish to do. One of 
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the great aims of the Museum is not only to 
be a true pathologic Museum but also to put 
out study sets. Sets of 50 or 100 slides repre- 
senting various conditions of ophthalmic path- 
ology, these sets to be loaned to members of 
the Academy at no cost beyond transporta- 
tion, for a period not to exceed 3 months. Each 
slide is accompanied by a complete descrip- 
tion and a man desiring to improve his knowl- 
edge of pathology can borrow one of these 
sets from the Museum and, in addition, re- 
ceive any other information the Museum has, 
on request. 


In a letter dated March 7, 1926, Gra- 
dle wrote to Dr. E. C. Ellett who was 
then President of the American Acad- 
emy of Ophthalmology and Otolaryn- 
gology, strongly recommending that the 
ophthalmic pathology work being con- 
ducted at the Army Medical Museum be 
subsidized by the various sponsoring so- 
cieties. He suggested that the Academy 
appropriate $1100 a year, the American 
Ophthalmologic Society $300 a year, and 
the Section on Ophthalmology of the 
American Medical Association $100 
year. However, in his official report to 
the Academy, Gradle suggested that 
since the Academy’s Section on Instruc- 
tion was expected to show a profit of 
$1000 for the year, that $500 of this 
could well be given to the Army Medical 
Museum. Thus began an annual appro- 
priation of $500 per year, which con- 
tinued for several years, mainly to sub- 
sidize the preparation of loan sets. 


With respect to the annual contribu- 
tion of $500 which the Academy was 
making in those days, it is interesting to 
note that Dr. Gradle began his report at 
the 1934 meeting as follows: 


Mr. Chairman and Members: | should like 
to tell you what you are getting for your 
$500. In the first place the Academy is no 
longer bearing the entire brunt of the work 
on ophthalmic pathology. By changing the 
name very slightly we have been able to enlist 
the aid cf the National Research Council, so 
now we are known as the Division of Oph- 
thalmic Pathology of the American Registry 
of Pathology. 
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The first description of the then new- 
ly organized American Registry of 
Pathology to appear in the TRANS- 
ACTIONS of the American Academy of 
Ophthalmology and Otolaryngology was 
contained in Callender’s 1930 report, by 
which time there were, in addition to the 
Ophthalmic Pathology Registry spon- 
sored by the Academy, the Lymphatic 
Tumor Registry sponsored by the Amer- 
ican Association of Pathologists and 
sacteriologists in 1925, and the Bladder 
Tumor Registry sponsored by the Amer- 
ican Urological Association in 1927. In 
order that adequate support might be 
obtained and a continuous policy be car- 
ried out, Dr. Ludwig Hektoen, Chair- 
man of the Division of Medical Sciences 
of the National Research Council, ap- 
pointed a Committee for the American 
Registry of Pathology which was ap- 
proved by the National Research Coun- 
cil on June 12, 1930. It was composed of 
the following distinguished persons: Dr. 
Howard T. Karsner, Chairman, Dr. 
Bowman C. Crowell, Dr. James Ewing, 
Dr. Harry S. Gradle, Dr. Herman L. 
Kretschmer, Dr. Stanley P. Reimann, and 
Dr. George R. Callender, Secretary. Cal- 
lender appended to his report a detailed 
outline of the object and scope of the 
American Registry of Pathology. The 
Registry plan was approved by the 
American Association of Pathologists 
and Bacteriologists and by the American 
Academy of Ophthalmology and Otolar- 
yngology at their respective meetings in 


1930. 


At this point, it is well for us to re- 
call that while we, today, take for grant- 
ed our registries as an essential part of 
modern medicine, back in 1922, when 
the Academy and the Museum first es- 
tablished the collaborative effort which 
we now call the Registry of Ophthalmic 
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Pathology, the Registry concept was 
brand new. The first of all the national 
registries, the Bone Sarcoma Registry, 
is only slightly older than ours. The 
Bone Sarcoma Registry was started by 
Dr. E. A. Codman for and by the fam- 
ily of a patient whom he had under his 
care for a supposed bone sarcoma (fig. 
21). Codman and the patient’s family 
wished to ascertain the actual facts as to 
whether there were any living patients 
who were cured of this disease, and if 
there actually were, to ascertain the 
methods of treatment by which these 
patients had been saved. The family gave 
one thousand dollars to pay expenses in 
obtaining the required facts. Codman 
solicited the advice of Ewing and Blood- 
good and established a collection of 
cases. Through the kindness of personal 
friends in several clinics, Codman began 
follow-up investigation. The monetary 
gift stimulated Codman and many others 
to work even more vigorously and soon 
led the Regents of the American College 
of Surgeons to add an aggregate of 
$8000 more, contributed from time to 
time, in order to answer these two sim- 
ple questions. (See Codman references. ) 


It soon appeared that by-products 
were to be the result of this work rather 
than the intended products of obtaining 
the answers to the original two ques- 
tions. The Registry itself was a_ by- 
product, for when the original collection 
of cases could no longer be ot possible 
benefit to the original patient (who by 
that time had died), the Regents saw 
that the same questions would be eternal. 
The friends of future patients would 
always want to know of the living pa- 
tients and how they were cured. It 1s 
interesting to note that Codman lists 
among the many by-products of the 
Registry of Bone Sarcomas during its 
first five years of existence, ‘the found- 
ing of other registries.” 1 feel certain 
that Codman must have had the Registry 
of Ophthalmic Pathology at the Army 
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FIG. 21--Excerpts from the original Register of Dr. E. A. Codman’s Bone Sarcoma Registry 


written by Dr. Codman. 


Medical Museum in mind when this was 


published in 1926. 


The registration date of the first cases 
placed in the Bone Sarcoma Registry, 1s 
July 17, 1920. It was less than one year 
later that the representatives of the 
American Academy of Ophthalmology 
and Otolaryngology and of the Army 
Medical Museum met to make plans for 
a central laboratory for ophthalmic 
pathology at the Army Medical Museum. 


During the first decade of its exis- 
tence, the Registry of Ophthalmic Path- 
ology already began to demonstrate its 
potential along the three main functional 
lines which characterize the entire pro- 
gram of the Armed Forces Institute of 
Pathology today, namely, consultative 
service, education, and research. Diag- 
nostic service Was most important during 
the early days because at that time there 
were only three or four American lab- 


oratories for ophthalmic pathology in 
active operation, and the total number of 
specimens examined each year was about 
300 (Friedenwald, 1949). When the 
American Ophthalmological Society and 
the Section on Ophthalmology of the 
American Medical Association joined 
the Academy in promoting the ophthal- 
mic pathology laboratory at the Army 
Medical Museum in 1923, the Nation’s 
ophthalmologists were repeatedly urged 
to send their specimens to the Museum 
along with the always-important clinical 
histories. As a result, the more than 
50,000 cases now on file in the Registry 
of Ophthalmic Pathology provide much 
valuable material for education and re- 
search. 


The diagnostic and consultative serv- 
ice which the Museum has provided ci- 
vilian ophthalmologists over the years 
has not been confined to the field of path- 
ologic anatomy, as the following inter- 
esting exchange of correspondence at- 
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FIG. 22—Colonel Virgil Heath Cornell, MC, USA, 
Curator of the Army Medical Museum, 1933-1935. 
Neg. No. 57-348. 


tests. In February 1934, Major V. H. 
Cornell (fig. 22), then the Curator of 
the Museum, learned through Dr. John 
N. Evans of Brooklyn that an original 
Helmholtz ophthalmoscope had just been 
presented to a Boston hospital by Dr. 
David Harrower of Worcester, Massa- 
chusetts. Major Cornell wrote to Dr. 
Harrower, advising him of the unex- 
celled collection of ophthalmoscopes in 
the Museum and invited him to con- 
tribute the original Helmholtz instru- 
ment, since the Museum contained only 
an “excellent copy” of the original 
Helmholtz. 


Dr. Harrower replied on February 
28, 1934 as follows: 


The Helmholtz ophthalmoscope that you 
asked about was brought to this country by 
Dr. Foster Haven, from Europe in 1858. Dr. 
Haven started the practice of ophthalmology 
about that time. When the Civil War broke 
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out, Dr. Haven went to the front, where he 
was killed. 


This instrument with a very rare set of 
trial glasses, and frames, also brought from 
Europe, came into the possession of Dr. 
Thomas H. Gage, from whom I received them. 


Last year, I presented a small collection of 
spectacle frames and ophthalmoscopes, to the 
Howe Laboratory, in the Massachusetts Eye 
and Ear Infirmary in Boston, in memory of 
my dearly beloved friend, Dr. George S. 
Derby. 


I think if you would write to Dr. F. H. 
Verhoeff, who has charge of the collection, 
he would be glad to have a photograph made 
for you. 


Trusting to have the pleasure of meeting 
you sometime, | am, 
Cordially yours, 
/s/ David Harrower 


Dr. Verhoeff advised Major Cornell 
on March 8, 1934, that he would present 
the matter of giving the Museum the 
Helmholtz ophthalmoscope at the next 
meeting of the Howe Library Commit- 
tee, though he doubted very much if 
they would be willing to part with the 
instrument. However, on June 1, 1934, 
Dr. Verhoeff advised Major Cornell as 
follows: 


[ am sending you the ophthalmoscope that 
Dr. Harrower presented to the Howe Library 
Museum, but it certainly is not an original 
Helmholtz ophthalmoscope, because it has a 
silvered mirror and the first Helmholtz Oph- 
thalmoscope did not have a silvered mirror. 
If, after you have examined it, you do not 
find it of sufficient interest to keep, or if you 
already have one like it, please return it to us. 


The instrument was received at the 
Museum, examined, and returned to the 
Massachusetts Eye and Ear Infirmary 
in June 1934 with the following report 
from Major Cornell addressed to Dr. 
George H. Bigelow, Director of the 
Infirmary: 


Thank you very much for your courtesy in 
sending us the ophthalmoscope, which was re- 
ceived in good condition. 
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We are returning it by parcel post insured 
this date as, after inspecting it, Major Davis, 
who has made quite a study of these instru- 
ments, has decided that it is not a Helmholtz 
instrument but a Jaeger of which we already 
have several specimens. I am enclosing a 
photograph of a Helmholtz instrument of 
1851,* of our own Jaeger, 1854 (Acc. No. 


1851 


HELMHOLTZ; ORIGINAL MODEL 
REMOVABLE PLATE; SCREW CAP 


NONE KHOWN To EXIST 


FIG. Sketch of original Helmholtz ophthalmo- 
scope from old ophthalmoscope exhibit of Army Medi- 


cal Museum. Neg. No. 33533-2. 


22143), and of the instrument presented to 
your collection by Dr. Harrower. | am also 
enclosing a list of notes made by Major Davis 
on which he bases his conclusions that this 
instrument is a Jaeger. You will note that 
Dr. Haskett Derby contributed one of the 
1854 model Jaeger instruments to the Army 
Medical Museum in 1901, 


| assure you we appreciate very much your 
kind cooperation but as this is not the instru- 


See figs. 23 and 24. 


ment that we had hoped it might be, we are 
returning it to your collection with our sin- 
cere thanks. 


Thus the Museum, as a result of its 
long and intense interest in ophthal- 
moscopes, Was in a position to make a 
positive identification and to squelch 
the rumor that an original Helmholtz 
ophthalmoscope was in the possession 
of the Howe Laboratory of Harvard 
University. 


The Museum became actively inter- 
ested in the collection and study of oph- 
thalmoscopes, largely under the influ- 
ence of Dr. Harry Friedenwald of Bal- 
timore who, together with Dr. Casey 
Wood, formed a committee to arrange 
exercises and an historic exhibit for the 
American Medical Association’s meeting 
of 1901, to commemorate the fiftieth 
anniversary of the invention of the oph- 
thalmoscope. Before that time the Mu- 
seum had acquired only six or seven 
ophthalmoscopes. Drs. Friedenwald and 
Wood consulted with the Surgeon Gen- 
eral of the Army and the Curator of the 
Museum, as a result of which it was 
decided that the Museum should ideally 
house and preserve for posterity the Na- 
tion’s collection of old ophthalmoscopes. 
On June 22, 1901, Dr. Harry I rieden- 
wald, in a letter to the Curator, stated 
that the Section on Ophthalmology of 
the American Medical Association, at its 
annual meeting in St. Paul, adopted a 
resolution to arrange a permanent his- 
torical exhibit of ophthalmoscopes at 
the Museum. All physicians who had 
loaned ophthalmoscopes for the exhibit 
at the AMA meeting were invited to 
contribute their instruments to the Mu- 
seum. Unfortunately, the response was 
not as enthusiastic as Drs. Friedenwald 
and Wood had hoped. Thirty years later, 
on October 22, 1930, Dr. Harry Iried- 
enwald wrote as follows to Major 
George R. Callender, who was then Di- 
rector of the American Registry of 
Pathology. 
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Many years ago, on the occasion of the 
50th Anniversary of the invention of the oph- 
thalmoscope, I undertook, on behalf of a small 
committee composed of Dr. Casey A. Wood 
and myself, to arrange for an exhibition of 
ophthalmoscopes at the Minneapol's meeting 


of the AMA. 


I am sending a brief description of this 
collection because all remembrances of it has 
probably been lost, except to those who saw it. 
I secured a large number of instruments as 
loans for this exhibition, some of which were 
quite unique. Thus, for example, a_ large 
Ruete ophthalmoscope was exhibited which 
could not be found in Germany when they 
arranged a similar exhibition and the com- 
mittee had to construct one from the original 
description. 


At the close of the exhibition, I took the 
matter up with your Museum and suggested 
that an endeavor be made to obtain as many 
of these instruments as gifts or permanent 
loans for your Museum, and I wrote requests 
to those who had been kind enough to loan 
their instrument for the Minneapolis exhibi- 
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Medical Museum's Ophthalmoscope collection. 


tion asking them to give or loan them to the 
Army Medical Museum. | remember that a 
number of valuable instruments were promised 
in this way. 


On visiting the Museum, I was able to find 
but a very few and | am writing to ask 
whether an effort could not be made to have 
an adequate exhibition in the Army Medical 
Museum. I believe that even now, some of 
these instruments that were described could 
be obtained, and certainly others. With the 
passage of time, it will become more and 
more difheult secure these instruments. | 
should like to know what your views are on 
the subject. 


to 


With kindest regards, | am, 
Very 
/s/ Harry 


truly yours, 
Friedenwald 
Major Callender replied to Dr. Fried- 
enwald that the collection of ophthalmo- 
scopes had not been forgotten and that 
“worked- 
with a view to its exhibition in one 


the entire collection was being 
up” 
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WAR DEPARTMENT, 
OFFICE OF THE SURGEON GENERAL. 
ARMY MEDICAL MUSEUM ANO LIBRARY, 
WASHINGTON. 


22 Ap>. 1939 


vr. Harry Frieienwald 
1212 Lutaw P a 
Saltimore, “d. 


cus 
“.Imhboltz instrument we have wis purchased in 
1902 from J.Odelga, Vienna. It was listed in his satalog of 1987, and the 
parchase order specifically stated it MUST be exeuvtby like tne one listed 
in the cat. of 1837. This instrument iiffers from the original in that the 
PLATE is fixed and not removable, the original had a plate with 4 screws 
and was removavle, the cap is a friction one while in the original cut of 
Helmholtz monograph the description statee “eingeschraubt ist”, screwed in. 
The cut slso shows ' acegw action. Photograph of this cut on exhibit. 
Concerning the shown at the mecting of 1992,correspondence was 
had with the owners of many of the instruments which reftulted in same be- 
tng donated and one or two were purchased. Of the five listed as Velmholt. 
one was obteined. The pictures of these inatruments all show the PLATEKS 
are fixed and no evidense of being removable all probat): nad frici! +1 
caps. I tried about 1929 to locate some of them but no “race could be found 
of Harlan and Cyisholm, Dr. Thomson, or Jeffries. That of Dt.Young he stated 
he had given it to rth “estera University. 
I was particularly anxious tc s~cure that ci Or. Thomson as it had belonged to 
3rinton who vas an early Curator of this Musew. 


The Library has copics of Nemlholtse publications, any way thanks for your 
offer to insvect your cépy. 


I have tried several placesto have a copy of the original Helmholtz du- 
plicated but the cost is almost prohibitive. If we ever get flush with funds 
I intend to have s copy made. 


If you ever part with your instrument do not forget «vu. to lection as Re 
it would form a valuable part cf it. 


“1 


‘Ferry 4. Davis 


Maj. USA net. : 
Rast. Section. 


Very truly, 


FIG. 25—-Major Harry A. Davis’ letter of April 22, 1939, inviting Dr. Harry Friedenwald to 
contribute his Helmholtz ophthalmoscope to the Museum's collection (see figure 29). Neg. No 
00-5501-4. 


place, as it had not been exhibited since instruments could be found. In 1930 
1922. the collection was relabeled and placed 


on full exhibit at the Museum. 
Dr. Friedenwald’s suggestion was fol- 


lowed and an effort was made to con- The Museum presently has a large < 
tact the descendents of those deceased descriptive catalogue of its ophthalmo- ow 
who owned instruments at the time of scope collection. This catalogue was pre- = 


the 1901 AMA meeting, but, unfor- pared in 1944 by Major Harry A. Dav- 
tunately, in every case, no trace of such is, U. S. Army Retired. Major Davis 
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BALTIMORE-17 MD. 


Dr. Ruell A. Sloan, Curator, 
Medical Museum, 
Washington, Ce 


Dear Doctor Sloan: 
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March 14, 19506 


Replying to your very kind letter of 


February 20th 


I desire to 6 
with the note o 


to the luseume 


ss my great satisfaction 


the services I have given 


I have definitely determined to _r—, 
my Helmholz Ophthalmoscope as a permanent gift to the 


ltuseum.e 
heartily. 


In this my son, Dr. Jonas S. Priedenwald, joins 


There are certain features of the gift 


which require special mention. 


The instrument was made 


by E. Sydow, an able optical mechanic of Berlin. It 


was made 


by the order of Professor Albrecht von Graefe 


in the first year in which Helmholz described his invention, 
and von Graefe used this very instrument during his all 


too few years of medical practice. 


These facts were 


communicated to me by lir. Sydow who regained possession 


of the instrument after von Graefe's death. 


In 1888 I 


obtained the instrument from Iir. Sydow, at which time 


I was serving as first assistant in 


Professor Julius Hirschberg. 


the Eye Clinic of 


I confess that the possession and use 


of this instrument by Professor von Graef 


it more precious to me. 


e has ever made 


I am also sending the earliest description 
of his “Augenspiel" if you will accept it as a canpanion 


piece to the ophthalmoscope. 


of the 


I am not familiar with the regulations 
You will trerefore permit me to state. . 


that I should not insist upon the instrument bein> 
withheld from any loan for exhibit purposos, 


adequate sefeguards against its possible inj 
@ assured. 


Awaiting your reply anda s ; 


to Washington, I em 


FIG. 26—Dr. 


Harry Friedenwald’s letter of March 14, 


1950, advising the Curator of the 


Army Medical Museum of his decision to place his Helmholtz ophthalmoscope in the Museum's 


collection. Neg. No. 60-5501-5. 


was then in charge of the Historical 
Section of the Museum and is the person 
who identified as a Jaeger the alleged 
original Helmholtz instrument given to 
the Howe Laboratory by Dr. Harrower. 
On March 14, 1950, Dr. Harry Fried- 
enwald presented his own Helmholtz 


ophthalmoscope as a permanent gift to 
the Army Medical Museum. This ac- 
quisition is of especial historical signifi- 
cance because it was made especially for 
Professor Albrecht von Graete, who or- 
dered it the year Helmholtz described 
his invention (figs. 25-29). 
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BALTIMORE-17, MD. 


Dr. Ruell A. Sloan 
Medical !fuseun 


Armed Forces Institute of Pathology 


7th Ste & Independence Ave. 


Washington 25, DeCe. 


Dear Dr. Sloan: 


You will remember that a little over a 
year ago I orought you the Helmholtz ophthalmoscope 


Colonel Albert E. Minns, Jr., the 
present Curator of the Museum of the 
Armed Forces Institute of Pathology, 
has asked me to call to your attention 
that the Medical Museum is still very 
much interested in acquiring ophthalmic 
and otolaryngic instruments of all types. 
Any of you who are in the possession of 
old surgical instruments which you 
would like to donate to the Museum's 
historical collection should contact Col- 
onel Minns at the Museum, or you cer- 


..° tainly may write to me. 


which my father had purchased in Berlin during his 

student days there. lly rather had been assured by the 
manufacturer that this particular instrument had been 
originally made for Proiessor Von Graefe and had been 
re-purchased from Von Graefe's estate after his death. 


My father was quite sure that he hada 
had a certificate from the manufacturer stating the 
facts about this instrument and I had made an extended 
search for that certificate before turning the instrument 
over to you, and was very unhappy at the time not to 
have been able to find it. 
some of my father's papers,I came across the certificate 
which I am happy to send you enclosed as an addenda to 
the original gift of the instrument. 


Just today,in going over 


With kind regards, 


Sincerely yours, 
KAY 


Jonas Se Friedenwalc, iieD. 


FIG. 27—Dr. Jonas S. Friedenwaid’s letter to the Curator on May 2, 1951, announcing his 
recovery of the document which verified the fact that his father’s Helmholtz ophthalmoscope 
had originally belonged to Professor Albrecht von Graefe (see figure 28). Neg. No. 60-5501-6. 


EDUCATIONAL ACTIVITIES 
1. On-the-Job Training 


When the Army Medical Museum 
first began its concerted efforts to pro- 
vide diagnostic service in ophthalmic 
pathology, the staff pathologists and 
technicians had to be trained for this 
new work. Initially most of this training 
was provided by Dr. Verhoeff, and later 
by Doctors Friedenwald and Theobald. 
Major Callender, some of his successors 
in the position of Curator of the Muse- 
um, and other members of the staff ulti- 
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FIG. 28—Letter written June 1889 to Dr. Harry 


the Helmholtz ophthalmoscope for Professor 


lag aon 
ha SOT 


Albrecht von 


Nhe chan ter 


Friedenwald by Emil Sydow, who constructed 
(iraefe, confirming the fact that 


von Graefe had used the instrument in his practice. Neg. No. 60-5501-3. 


mately became extremely competent oph- 
thalmic pathologists by virtue of their 
opportunity to study the collected cases 
in the Registry and to learn from their 
predecessors. Besides Callender, James 
(“Dee-Dee’”) Ash (fig. 30), Elbert 
(“Frenchy”) DeCoursey (fig. 31), and 
Helenor Campbell (“Hellie’) Walder 
(fig. 32) became especially well known 
because of their interest in ophthalmic 


pathology. As Callender pointed out at 
the Academy meeting in 1953, Mrs. Wil- 
der, who joined the Museum staff short- 
ly before the establishment of the Oph- 
thalmic Pathology Registry and who be- 
came a student of eve pathology with 
him and his successors at the Museum, 
is and has been the person to whom the 
highest credit is due for the operation 
of the Registry and the success it has 
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Dr. Jonas Friedeowa!d 
Dr. Harry Priedeowald 
iy 


FIG. 29-—Professor Albrecht von Graefe’s Helmholtz ophthalmoscope obtained by Dr. Harry 


Friedenwald in 1888 (see fieures 26-28). AFIP 


acheved. Her outstanding contributions 
to histopathologic technique; her mag- 
nificent exhibits displayed over the years 
at the annual meetings of the Academy 
and at other national and international 
meetings of ophthalmologists; her ex- 
tensive studies of intraocular neoplasms, 
of ocular injuries sustained by soldiers 
in World War II, of the ocular pathol- 
ogy observed in atomic bomb casualties ; 
and then shortly before her retirement 
from the Registry, her demonstration of 
nematode larvae in pseudoglioma, hither- 
to blamed on almost everything but para: 
sites, and toxoplasma in a disease which 
had for years been called tuberculous, 
testify not only to her own industry and 
ability as an ophthalmic pathologist but 
also to the value of having a large cen- 
tral Registry of Ophthalmic Pathology. 


Another person who has participated 
in this on-the-job training, initially as a 
recipient of training in ophthalmic his- 


Acc. No. 295211. 


topathologic technique, and subsequently, 
over a long period of time which en- 
compasses the entire life of the Regis- 
try, as an instructor of technicians who 
have come to the Museum and to the 
AFIP for training, is Mr. Lawrence P. 
Ambrogi, now Chief of the Laboratories 
Branch of the Armed Forces Institute of 
Pathology. We have been remarkably 
fortunate that a person of his ability, 
personality, and interest in ophthalmic 
pathology has remained in almost con- 
tinuous employment at the Institute since 
1920.* The only interruptions were be- 
tween 1922 and 1926, part of which time 


"On December 17, 1960, while preparing an eye 
for histopathologic study in the laboratory of the 
Washington Hospital Center, Mr. Ambrogi was 
stricken with a massive myocardial infarction, which 
proved fatal the following day. “Larry’’ will never 
be forgotten by his many friends and _ colleagues, 
nor will he ever be replaced. It is fortunate, how- 
ever, that he had always shared his “tricks-of-the- 
trade” so generously, and that his lovable character 
and diplomatic nature “rubbed off’’ on so many of 
his associates. His influence will be long-lasting. 
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into the Army Institute of Pathology. Neg. No 


was the two-year period when he ac- 
companied Callender to the Far Fast. 


Thus the 
dicted ) “Mecca” for 
training in Ophthalmic Pathology. Over 


Museum (as Gradle pre- 


soon became a 
the years this phase of the educational 
program based on the Registry material 
has become increasingly prominent. For 
several vears now, the Academy has 


2 


FIG. 30——Colonel Tames Earle Ash, MC, USA, 
Army Medical Museum and Director of the Army Institute of Pathology guided the organization 
for a longer period than any other person since the Army Medical Museum’s second Curator, 
Lt. Colonel Surgeon George Alexander Otis, who spent 18 years as Curator. During Colonel Ash’s 
second tour the Registry Program experienced its greatest growth and the ‘“*Museum’’ 
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who during his two tours as Curator of the 


bk 


S1108. 


sponsored a Fellow in Ophthalmic Path- 
ology at the Armed lorces Institute of 
Pathology. In addition, many others 
have come to study the Registry material 
on funds provided by their respective 
military services or civilian institutions, 
by the Heed Ophthalmic Foundation, by 
the National Institute of Neurological 
Diseases and Blindness, and by other 
philanthropic organizations. At the pres- 
ent time there are seven such full-time 
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FIG. 31—-Brig. Gen. Elbert DeCoursey, MC, USA, who as a young pathologist assigned to the 
Army Medical Museum became much interested in ocular pathology and prepared the first three 
editions of the old Atlas in collaboration with Ash, Wilder, Ambrogi and Reeves. Later General 
DeCoursey became the first Director of the AFIP in its new building at Walter Reed Army 


Medical Center. New. No. 55-14699. 


physicians in training and almost as 
many part-time trainees in the Ophthal- 
mic Pathology Branch of the Armed 
lorces Institute of Pathology. Similar 
on-the-job training is given to histopath- 
ology technicians sent to the Armed 
Forces Institute of Pathology by their 
respective Institutions to learn the meth- 
ods used to prepare and stain celloidin 


and paraffin sections for light microscopy 
and ultrathin methacrylate sections for 
electron microscopy of the eye. 


2. Instruction by Reports 


‘rom the standpoint of individual in- 
struction, one of the least appreciated 
but probably one of the most significant 
contributions of the Registry program 
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FIG. 32—Dr. Hans F. 


Smetana presenting Mrs. Helenor Campbell 


OPHTH. & OTOL. 


Foerster (the former Helenor 


C. Wilder) with a gift from her friends and colleagues at the time of her retirement from the Armed 
Forces Institute of Pathology. Others in the picture are Mrs. James EF. Ash and General DeCoursey. 


Neg. No. 53-9249-2. 


throughout the years has been the subtle 
vet profound effect of providing a de- 
tailed gross description and histopatho- 
logic report together with representative 
microslides to the pathologist and/or 
ophthalmologist who contributed each 
specimen to the Registry. In the early 
days, these reports often had extensive 
direct quotes from such leading authori- 
ties as Dr. Verhoeff, and even today in 
controversial situations the opinions of 
several experts may be obtained and 
forwarded to the contributor along with 
the opinions of the Registry staff. By 
reviewing the microslides along with the 
written reports, many ophthalmologists 


have, over an extended period of time, 
been better able to keep up in the field 
of ophthalmic pathology, even though 
they might be located 1n a rural area far 
away from any large medical center. In 


certain larger cities where residency train- 
ing programs in ophthalmology are in 
effect, these reports and microslides are 
used for group instruction. | should like 
to re-emphasize that, in my opinion, this 


extremely subtle and unpublicized edu- 
cational activity of the Registry is the 
one which probably has the greatest 
practical influence on the contributors to 
the Registry. 
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3. Preparation of Exhibits 


It is historically significant that in the 
initial proposal to establish a Museum 
of Ophthalmic and Oto-laryngologic 
Pathology at the Army Medical Muse- 
um, Dr. Gradle outlined to the Academy 
his plans, which included the hope that 
not only would interesting and instruc- 
tive cases be exhibited at the Museum 
but also that the Museum would have at 
the annual meeting of the Academy, an 
exhibit of interesting cases sent in dur- 


year 1s somewhat limited.” Later, how- 
ever, Gradle’s dreams came true and a 
series of fine exhibits based on the Reg- 
istry collection was prepared for the 
Academy and for other important meet- 
ings (fig. 33). By 1928, exhibits had 
been sent to meetings in Minneapolis, 
Montreal, Detroit, Boston, London, and 
Colorado Springs. Some of the more 
outstanding exhibits of recent years 
have covered such subjects as Compara- 
tive Anatomy of the Eye (1941 ), Condi- 


FIG. 33—-At the 1947 Academy meeting Colonel Ash demonstrated temporal 
hone pathology of aviators while Mrs. Wilder described the ocular pathology 
found in atomic bomb casualties. Neg. No. 547-B. 


ing the vear (fig. 16, Gradle, 1921). Such 
an exhibit was prepared for the 1922 
Academy meeting though, judging from 
Gradle’s letter to Surgeon General Ire- 
land (already quoted) and from some 
of his initial annual reports, these first 
few exhibits must not have met his ex- 
pectations. At the 1924 meeting he com- 
plained that the Academy membership 
was not supporting the program to the 
extent which it should and, as a result 
of this, ‘‘the display we have set up this 


tions of Unusual interest in the Registry 
of Ophthalmic Pathology (1943), In- 
juries of the Eye (1944), Malignant 
Melanoma of the Uveal Tract (1949), 
Organisms Identified in Inflammatory 
Lesions in the Eye (1953), Pathologic 
Diagnosis of Granulomatous Inflamma- 
tions of the Eye (1954), Pathology of 
the Optic Nerve (1955), Processing of 
the Whole Eye in Paraffin (1958), and 
Clinicopathologic Study of the Cornea 


(1959). 
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4+. Loan Sets 


In his 1926 report, Gradle indicated 
that “eventually the Museum will pre- 
pare study sets of 100 or 200 character- 
istic specimens, that will be loaned to 
men throughout the country for a pe- 
riod of 3 or 4 months as they desire in 
order that men may carry on their path- 
ologic studies at home without having to 
leave their work.” Preparation of these 
loan sets was a costly affair that re- 
quired annual subsidization by the Acad- 
emy. However, in the two decades that 
followed, several large and quite com- 
plete loan sets were prepared and these 
have proved to be of very great value, 
particularly to those individuals who 
once or twice each year find it necessary 
to make an intensive review of ophthal- 
mic pathology prior to writing the Amer- 
ican Board Examinations. These study 
sets are also used in formal courses of- 
fered at the Armed Forces Institute of 
Pathology as well as in Universities 
where similar sets are not available. By 
1930 Callender was able to report that 
in the course of the previous five years, 
twelve sets of 100 slides each had been 
prepared under the auspices of the 
American Academy of Ophthalmology 
and Otolaryngology and_ concluded, 
“Thus the use of the collection as an 
educational measure has been included 
in the activities of the department.” 


5. Atlases 


The first extensive use that was made 
of the Registry Collection for illustra- 
tive purposes was in Dr. Jonas S. Fried- 
enwald’s book on ““The Pathology of the 
Eye,” published by the Macmillan Com- 
pany in 1929. This book was extensively 
illustrated with 253 photomicrographs 
from the collections of the Wilmer Oph- 
thalmological Institute and from the 
Army Medical Museum. Most of these 
illustrations were prepared by Miss Hel- 


TR. AM. ACAD, 
OPHTH, & OTOL, 
enor Campbell (who later became the 
famous Mrs. Wilder). 


The first real Atlas of Ophthalmic 
Pathology and its companion in Oto- 
laryngic Pathology were the outgrowth 
of the syllabuses which were prepared 
to accompany the loan sets of slides. It 
was felt that the Atlases, because of 
their greater convenience, would have 
broader appeal to busy clinicians who 
desired to review the pathology of their 
specialties. In addition, they made it 
possible to cover the fields more compre- 
hensively, as there was not the limitation 
in selection of cases through scarcity of 
material for slides that restricted the 
scope of loan sets. At the instigation of 
Dr. Ralph A. Fenton in 1937, the Acad- 
emy sponsored the publication of the 
Atlases as part of its educational activ- 
ity. The first edition of the Atlas of Oph- 
thalmic Pathology appeared in 1938 un- 
der the joint authorship of Captain FI- 


bert DeCoursey, Pathologist to the Reg- 
istry, and Lieutenant Colonel James E. 
Ash, Curator of the Army Medical Mu- 
seum, with credits to Mrs. Helenor C. 


Wilder, Microscopist, Mr. Roy M. 
Reeve, Photographer, and Mr. Lawrence 
P. Ambrogi, Technician. 


The Atlas of Ophthalmic Pathology 
immediately received an enthusiastic re- 
sponse, and on December 10, 1938, Colo- 
nel Ash wrote to Dr. Gradle that the 
first printing of the Atlases was already 
exhausted and “we are about half way 
through the second.” The second edition 
of this book, which came out the follow- 
ing year, and a third edition prepared in 
1942 were products of the same col- 
laboration. 


Then, following the end of World 
War II, it was felt that there was a need 
for combining the Atlas with additional 
textual material that would cover not 
only the fundamentals in descriptive 
pathologic anatomy of the eye but also 
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certain basic principles of pathology 
( Benedict, et al., 1953). Thus the Acad- 
emy and the Institute of Pathology 
(then named the Army Institute of 
Pathology) again joined forces to estab- 
lish a committee under the guidance of 
Dr. Brittain F. Payne which would un- 
dertake the preparation of a new Atlas 
and Textbook on Ophthalmic Pathology. 
After many years of hard work, the first 
edition of this book was published in 
1952 with Dr. Jonas S. Friedenwald 
serving as Editor-in-Chief. Several years 
ago, a new committee of authors headed 
by Dr. Michael J. Hogan was estab- 
lished by the Academy and the Armed 
l‘orces Institute of Pathology to prepare 
a second edition of this Atlas and Text- 
book, which will be available within a 
few months. 


6. formal Courses 


Beginning in about 1937, the Registry 
staff began to participate in formal teach- 
ing programs. For many years the staff 
was responsible for the pathology por- 
tion of the postgraduate course in oph- 
thalmology given by the George Wash- 
ington University (fig. 34). After World 
War II, with the great increased de- 
mand for instruction in all aspects of 
medicine and pathology, the number of 
formal courses in which the Registry 
staff participated greatly increased. 
These included, in addition to such well 
established endeavors as Dr. Georgiana 
Theobald’s annual course in Ophthal- 
mic Pathology presented at the time of 
the Annual Meeting of the Academy 
and Dr. Parker Heath’s two weeks of 
ophthalmic pathology during the Lan- 
caster Courses in Ophthalmology offered 
each summer, short special courses of- 
fered at the Institute. The annual course 
in Ophthalmic Pathology conducted at 
the Armed Forces Institute of Pathol- 
ogy has become increasingly popular so 
that it has become necessary to turn away 


each year many who cannot be accom- 
modated by the limited facilities avail- 
able. Thus another of Gradle’s great 
visions, which he was so timid about 
expressing in his letter to Walter R. 
Parker on August 26, 1922 (see above), 
has come true. The Registry staff has 
also played host to the Ophthalmic Path- 
ology Club at each of its annual meet- 
ings since 1947, except for the one held 
at Willis Eye Hospital in Philadelphia 
in 1954 (fig. 35). 


RESEARCH ACTIVITIES 


While Dr. Harry Gradle seems to 
have been the person most interested in 
and responsible for developing a center 
of ophthalmic pathology, he was prin- 
cipally concerned with the need for fur- 
nishing diagnostic service and for pro- 
viding postgraduate education. I believe 
that Dr. George R. Callender deserves 
the credit for calling attention to the 
fact that this ophthalmic pathology col- 
lection and the Registry into which it 
evolved would provide a wealth of mate- 
rial for important research. 


Perusal of the first several annual re- 
ports prepared mainly by Dr. Gradle 
reveals little if any evidence that the col- 
lection eventually might be used for re- 
search. However, in 1928, Callender and 
Campbell revealed that a questionnaire 
(history form) had been prepared under 
the direction of the committee represent- 
ing the American Academy of Ophthal- 
mology and Otolaryngology, the Amert- 
can Ophthalmological Society, the Sec- 
tion on Ophthalmology of the American 
Medical Association, and the Army 
Medical Museum. It was hoped that the 
cooperation of the contributors in pro- 
viding the clinical data requested by the 
questionnaire and in following up their 
cases would result in the accumulation of 
much interesting and valuable informa- 
tion. Then, in 1930, after the American 
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FIG. 34—-One of a series of postgraduate classes in ophthalmic pathology sponsored by George 
Washington University at the Army Medical Museum. Colonel Ash and Mrs. Wilder are standing 
among the students. Neg. No. 540-2. 


FIG. 35—First annual meeting of the Ophthalmic Pathology Club, April 1947. Of the 14 
meetings held to date, 13 have been at the AFIP. Neg. No. 517-2. 
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Registry of Pathology had been formal- 
ly established and the Section and Mu- 
seum of Ophthalmic Pathology had pro- 
vided the material for the first of the 
constituent registries, i.e., the Registry 
of Ophthalmic Pathology, Callender out- 
lined the object of the Registry program 
and indicated how this national collec- 
tion might be used for research pur- 
poses. He pointed out that except at the 
large medical centers, too few cases of 
any one kind can be accumulated to ob- 
tain results on which reasonable clinical 
judgments can be based. By combining 
the cases accumulated by the centers 
with the cases of the American Registry 
of Pathology obtained from the country 
as a whole, it would be possible to ob- 
tain considerable numbers in a much 
shorter time. It was the purpose of the 
Registry, therefore, to cooperate to the 
fullest extent with all such groups to the 
end that uniform nomenclature might be 
used and that the greatest amount of 
knowledge might be obtained in_ the 
shortest time. He pointed out that the 
value of such investigations had been 
repeatedly demonstrated, but never bet- 
ter than by the Registry of Bone Tumors 
of the American College of Surgeons 
(see Codman’s reports of 1922-1926). 
He stated that by means of the study of 
these cases many lives had been saved 
and many deforming operations had 
been avoided. The Registry had made 
significant advances in the knowledge of 
the criteria for diagnosis, the outcome, 
course and methods and treatment of 
bone tumors, and was still adding to the 
accumulated knowledge of these tumors. 


Thus the Registry of Ophthalmic 
Pathology would be used for research 
in a manner comparable to that which 
had proved so fruitful in the field of 
bone tumor pathology. The following 
year, Callender showed that this was not 


merely a dream but that actual results 
had already been obtained. It was at the 
Academy meeting of 1931 that Callender 
described his histopathologic classifica- 
tion of malignant melanomas of the 
uvea (which was based on 111 cases) 
and called attention to the diagnostic 
significance of his classification. As no 
precedent was found for this method of 
classification of malignant melanotic tu- 
mors of the eye in a search through the 
Index Catalogue of the Army Medical 
Library, no bibliography was appended. 


In opening the discussion of Major 
Callender’s historical paper, Dr. Jonas 
S. [riedenwald stated: 


We are all deeply indebted to Major Cal- 
lender, not only for his beautifully clear pres- 
entation of this important study, but also for 
the interest and tireless diligence which he 
has for so long given to the ophthalmic col- 
lections of the Army Medical Museum. Our 
Society has a very special interest in this 
work. The Section on Ophthalmology of the 
American Medical Association and the Amer- 
ican Ophthalmological Society joined with us 
in 1923 to establish a special ophthalmic di- 
vision in this national Registry of Pathology, 
thus enabling physicians all over the country 
to send specimens and get well considered 
pathological diagnoses. But the contributions 
of the other Societies have been mainly 
spiritual, while that of this Academy has been 
the material essence, without which the divi- 
sion would not have functioned. It is very 
fitting that the first important statistical study 
to emanate from this collection should be pre- 
sented before this Society. 


Recently, in talking with Dr. Callen- 
der, | found him to be extremely modest 
and unwilling to speak about many of 
his historically significant contributions 
in getting the Registry program started, 
but I did learn that he was extremely 
pleased that his original classification of 
the uveal melanomas had stood the test 
of time and that the very much larger 
data that we now have only substantiate 
the observations which he reported in 
his initial paper of 1931. 
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In his annual report of 1931, Callen- 
der also summarized the data which had 
been accumulated from the 45 cases of 
retinoblastoma received up to that time. 
It is of interest to note that in that 
initial series, the incidence of bilaterality 
(approximately 25 per cent) was essen- 
tially the same as it is today but the num- 
ber of cases in which involvement of 
the optic nerve and extraocular exten- 
sion had occurred was very much larger 
than in a comparable series of today. 
In that initial series of 45 cases, there 
were 13 in which the nerve was involved 
and 17 additional cases in which there 
Was extension outside the globe. As 
Reese has pointed out in his book on 
“Tumors of the Eve,” the less extensive 
involvement of  retinoblastomas seen 
nowadays is a tribute to the progress 
that has been made by ophthalmologists 
in a relatively short span of time. The 
advances which have been made in edu- 
cating parents, pediatricians, and oph- 
thalmologists are responsible for the bet- 
ter prognosis afforded the unfortunate 
child who is born with retinoblastoma 
today. Significantly, Callender called at- 
tention to the fact that in that first se- 
ries of 45 cases there were no deaths 
from the tumor when it had not extend- 
ed beyond the limits of the globe itself. 


The final paragraph of Callender’s 
1931 annual report to the Academy is of 
interest: 


The undersigned has not been informed 
officially of any action taken by the Council 
with reference to the American Registry of 
Pathology for the purpose of financing a 
continuation of this work. The table above 
indicates rather marked increase in the work 
and the necessities for such action. It is rec- 
ommended that the council of the American 
Academy of Ophthalmology and Otolaryn- 
gology give official approval to this effort and 
take whatever means may be at their disposal 
to assist in obtaining funds to place the whole 
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/s/ George R. Callender, 
Registrar 


lor a number of years thereafter, the 
annual report provided much statistical 
information concerning special studies, 
particularly those based on the collection 
of uveal melanomas and retinoblastomas. 
One of the most complete reports of 
that type was included in Cornell's re- 
port of 1936. By that time, 54 cases of 
melanoma of the choroid had been fol- 
lowed five years or longer, Mrs. Wilder 
had developed her improved technique 
for silver impregnation of reticulum fi- 
bers, and Callender and Wilder showed 
that the more heavily fibered tumors had 
a much better prognosis than those tu- 
mors in which there were few reticulum 
fibers. Thus, in addition to cytologic 
classification, the pathologist had an ad- 
ditional histopathologic method of esti- 
mating prognosis. 


The continued interests of the Army 
Medical Museum in the affairs of the 
American Academy of Ophthalmology 
and Otolaryngology provoked the fol- 
lowing letter of appreciation addressed 
to Major General Charles R. Reynolds, 
who was then Surgeon General of the 
Army, written by Dr. Ralph A. Ienton, 
a member of the Board of Trustees of 
the American Medical Association and 
an officer of the Academy on October 9, 
1936, following the 1936 meeting: 


My Dear General, The Council and Mem- 
bership of the American Academy ot Oph- 
thalmology and Otolaryngology are very much 
pleased with the fine cooperation of Major 
Cornell and his staff in carrying on work in 
the pathology of these branches. His exhibit 
was greatly admired at our meeting in New 
York last week. Incidentally, Professor Lar- 
sell and | have again this year sent in our 
exhibit of Academy-Financed Research on 
the Sinuses (lymphatics and innervation) for 
inclusion in the permanent collections of the 
Army Medical Museum, and we are getting 
together a complete file of microscopic slides 
on our past five vears’ research to add to the 
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pathologic collection, as requested last year 
by Major Dart. 


The research potential of a large cen- 
tral tumor registry was obvious after 
the early reports of Callender (1931), 
Callender and Wilder (1935), and Cor- 
nell (1936). Drs. Jonas Friedenwald 
and Conrad Berens were so stimulated 
that they influenced the directors of most 
of the country’s leading Ophthalmic 
Pathology Laboratories to contribute 
their tumor cases to the Registry. Funds 
were provided by the Association for 
Research in Ophthalmology to expedite 
collection of the cases. As a result of 
this intensive nation-wide cooperative 
effort,* the melanoma collection grew 
rapidly from 273 to 1,238 cases and 
made possible the very important report 
by Wilder and Callender in 1939. 


Since these studies of intraocular 
neoplasms are of such historical impor- 
tance to the Registry, | would now like 
to show you that these famous collections 
are still under investigation and _ that 
during the past several years they have 
provided data which have helped answer 
a number of important questions. 


In 1954, for example, Dr. Maumenee 
stimulated one of his former residents, 
Dr. Milton Ilocks, to see if there was 
any relationship between the size of a 
choroidal melanoma and its tendency to 
metastasize. This was not merely an 
academic question but one of consider- 
able clinical importance. Difficulties in 
differential diagnosis are much greater 
and more frequent with small lesions, 


*The principal contributors were W. L. Benedict, 
A. B. Cushman, P. DeLong, R. Dominguez, B. Fra- 
lick, J. S. Friedenwald, W. E. Fry, S. R. Gifford, 
B. Khen, A. Knapp, H. 0D. Lamb, W. F. Moncrief, 
C. S. O'Brien, L. T. Post, A. B. Reese, B. Samuels, 
T. L. Terry, G. D. Theobald, J. A. de Veer, and 
C. V. Weller. 


and all too often eyes are enucleated be- 
cause of the possibility that the lesion in 
question might be malignant. How much 
danger would there be if instead of per- 
forming an enucleation immediately, the 
patient were followed to determine 
whether the lesion was growing’ Flocks’ 
study led to the demonstration that there 
is a direct correlation between size of 
choroidal melanomas and their progno- 
sis, small tumors having a much better 
prognosis than large tumors. Further- 
more it was found that the probable rea- 
son for this difference was the associated 
difference in cell type found in the two 
groups. Small tumors are usually com- 
posed entirely of the more benign spin- 
dle cells, while most of the large tumors 
contain significant numbers of epithelioid 
cells (Flocks, Gerende, and Zimmer- 
man, 1955). 


A few years later, Makley and Teed 
were interested in determining the fre- 
quency with which malignant melanomas 
were found in enucleated eyes when 
the possibility of an intraocular neo- 
plasm had not been suspected clinically. 
In analyzing 1000 consecutive cases in 
the Registry, these investigators found 
that in 113 (11.3 per cent) the tumor 
had not been suspected. Most of these 
eyes had opaque media which prevented 
visualization of the fundus and they 
were enucleated because they were 
“blind and painful.” Makley and Teed 
then asked themselves the question, 
“What is the danger of not enucleating a 
blind eye with opaque media?” They 
found that in almost 4 per cent of adult 
Caucasian eyes that were blind for at 
least six months prior to enucleation 
and in which the fundus could not be 
visualized because of opaque media, ma- 
lignant melanomas were present. 


It had long been suspected that mel- 
anomas of the iris were less malignant 
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MALIGNANT MELANOMA OF THE CHoROID AND CILIARY Bopy: 
ACTUARIAL SURVIVAL RATES BY CELL Tyre For Livinc Versus Drap WItH 
Tumor BaAsep on A Stupy or 1872 CASsEs 


INTERVAL FROM 
ENUCLEATION TO 
LAST KNOWN 
STATUS (YEARS) 


SPINDLE B 
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NECROTIC 
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100.0 
94.4 
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than were those of the posterior uvea, 
but since these tumors are so much less 
common it took longer to accumulate 
sufficient data to provide the evidence. 
In 1958 Rones and | showed that about 
one half of all iris melanomas in the 
Registry collection were resectable by 
iridectomy and that this conservative 
procedure would suffice. The life span 
of our patients was not affected by this 
type of tumor. 


Now I would like to give you some 
of the most recently compiled data based 
on the Registry collection of malignant 
melanomas of the choroid and ciliary 
body. I am indebted to Mr. B. L. Par- 
nell, in particular, for these data because 
he had to spend such long hours at night 
and on week ends to make it possible 
for me to present these tables and graphs 
to you. These data are based on 1872 
cases in which the interval between enu- 
cleation and last follow-up has been five 
years or longer. Those cases received in 
the Registry since the end of 1955 are 


not included. Patients who died of other 
causes and those who were “lost-to- 
follow-up” are also not included in these 
data. In earlier studies, we had found 
that the prognosis of patients with “‘spin- 
dle B” and “fascicular” tumors is very 
similar. Therefore, in the present study, 
these two groups have been lumped to- 
gether. For the same reason, the “mixed 
cell type” and “necrotic” categories have 
been grouped together. From the data in 
table IT and the actuarial curves shown 
in figure 36, we can make some interest- 
ing Observations and speculations. Most 
obvious, of course, is the great differ- 
ence between the curves for spindle A, 
spindle B, and fascicular on the one 
hand, and epithelioid, mixed, and nec- 
rotic, on the other. The former have a 
very much better prognosis than the 
latter, as has been well known since Cal- 
lender's first report in 1931. These new 
data, however, reveal the spindle A tu- 
mors to be less benign than was once be- 
heved. These appear to be much more 
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MALIGNANT MELANOMA OF THE CHOROID AND CILIARY BODY 
ACTUARIAL SURVIVAL RATES BASED ON |872 CASES 
BY CELL TYPE 


PERCENT 
SURVIVAL 
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YEARS AFTER ENUCLEATION 
FIG. 36—-Actuarial survival curves for ma- 


lignant melanoma cases based on data shown 
in table II. Neg. No. 60-5499-2, 


slow-growing tumors, requiring follow- 
up for longer periods to detect their 
lethal nature. During the first four years 
there were no deaths from spindle A 
tumors, while approximately 10 per cent 
of spindle B, 42 per cent of epithelioid, 
and 46 per cent of mixed and necrotic 
melanomas proved fatal. After the first 
four years, however, the death rate of 
patients with spindle A melanomas par- 
alleled that of patients with spindle B 
tumors. Likewise, the difference in prog- 
nosis of patients with the more malig- 
nant tumor types (epithelioid, mixed, 
and necrotic) was most clearly demon- 
strated during the first five years, after 
which the death rate paralleled that of 
patients with spindle cell tumors. From 
these data we may make the following 
contrasting generalizations: (1) more 
than half of patients whose tumors are 
of the epithelioid, mixed cell, or necrotic 
types will die within five years, and more 
than two thirds will be dead within fif- 
teen years; while (2) less than one third 
of patients with spindle cell melanomas 
will have died even after fifteen vears. 


Dr. Tom McKenzie, towards the end 
of his Academy-sponsored Fellowship 
at the AFIP last year, initiated a new 
clinicopathologic study of the retinoblas- 
toma cases contributed to the Registry 
prior to 1956. Most of the patients have 
been traced and the data are still being 
analyzed by our statisticians, but | can 
give you a few preliminary results that 
are of interest. From the curves shown 
in figure 37 and the data presented in 
table Ill we can make several interesting 


RETINOBLASTOMA 
RELATION OF STAGE OF OPTIC NERVE INVASION TO SURVIVAL 
IN 300 956 
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YEARS OF SURVIVAL AFTER ENUCLEATIONS 


FIG. 37—-Actuarial survival curves for retino- 
blastoma cases based on data shown in _ table 
Ill. Neg. No. 60-5499-1. 


observations concerning the prognostic 
significance of optic nerve extension. In- 
vasion of the optic nerve head up to but 
not beyond the lamina cribrosa (stage 
1) appears to have no prognostic sig- 
nificance, for when compared with those 
tumors that have not invaded the nerve 
head, the respective survival curves can 
almost be superimposed. Extension be- 
yond the lamina cribrosa, however, and 
involvement of the nerve at the plane of 
surgical transection (stages 2 and 3, re- 
spectively) do significantly worsen the 
prognosis. If we compare those cases in 
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RETINOBLASTOMA : 
ACTUARIAL SuRVIVAL RATES BY STAGE OF Optic NERVE INVASION 
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INTERVAL FROM — 
ENUCLEATION TO NO | STAGE | STAGES | STAGE STAGE 
LAST KNOWN INVASION | | 2+3 2 3 

STATUS (YEARS) | | 
0-1 100.0 100.0 100.0 100.0 100.0 
1-2 95.8 96.5 65.4 82.6 53.1 
2-3 91.6 93.0 57.2 i 45.3 
3-4 91.6 91.2 49.9 65.2 | 39.1 
4-5 91.6 89.4 47.2 63.0 36.0 
5-6 91.6 89.4 47.2 63.0 36.0 
6-7 91.6 89.4 47.2 63.0 36.0 
7-8 91.6 89.4 47.2 63.0 36.0 
8-9 91.6 89.4 47.2 63.0 36.0 
9 -10 91.6 89.4 47.2 63.0 36.0 
10-11 91.6 89.4 47.2 63.0 36.0 
11-12 91.6 89.4 47.2 63.0 36.0 
12-13 91.6 89.4 44.2 55.6 36.0 
13-14 91.6 85.2 44.2 55.6 36.0 
14-15 91.6 85.2 44.2 55.6 36.0 
15 and 91.6 85.2 44.2 35.6 36.0 
over 
which there is no extension beyond the Tape LV 


lamina cribrosa with those in which the 
tumors have infiltrated the nerve be- 
vond the lamina, we find that there is 


DURATION 


RETINOBLASTOMA : 
FROM ENUCLEATION TO DEATH 


only about a 10 per cent mortality in weape NUMBER PER CENT 
the former while more than half the | 
latter are dead within three years. The Total deaths 78 100 
curves are of further interest because \jthin 1 year | 46 59 
in all groups considered, the curves be- sca | 1s 19 
come flat after the first three years. This aia ame | 
suggested an analysis of the time in- 2 to 3 years 10 13 
terval between enucleation and death in 3 or more years 7 9 
the tatal cases (table IV). This revealed : 
TABLE V 
RETINOBLASTOMA : 
EXTENSION INTO THE CHOROID 
DEGREE. OF TOTAL DEAD ALIVE 
INVOLVEMENT PATIENTS NO % NO. % 
Moderate to marked R3 53 64 a: 36 
Slight 45 10 22 35 78 
None 108 6 6 102 Q4 
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that more than half the deaths occurred 
in the first year and all but 9 per cent 
within the first three years. The very 
significant way in which choroidal in- 
vasion influences prognosis is shown in 
table V. Only 6 of 108 cases without 
choroidal invasion proved fatal, while 
almost half of 128 cases with choroidal 
invasion died. 


As most of you know, the Registry 
collection has not only provided much 
other valuable information concerning 
neoplasms but has also aided investiga- 
tors who have been interested in many 
other problems. Two of the most sig- 
nificant contributions which have come 
out of the Registry collection were made 
possible by Mrs. Wilder’s very exhaus- 
tive investigations in the field of intra- 
ocular inflammation, which led to her 
discovery that two parasitic diseases 
(toxoplasmosis and visceral larva mi- 
grans) account for more eyes that have 
been lost to the ophthalmic pathology 
laboratory than have tuberculosis and 
syphilis. 


Time does not permit me to review 
the many pieces of research that have 
been made possible by the Registry, but 
to aid the interested reader, | have ap- 
pended a bibliography arranged chron- 
ologically which includes most of the 
significant contributions that have been 
made by workers who have used the 
Registry collection. 


THE FRIEDENWALD REPORT 


In 1949 Dr. Jonas S. Friedenwald 
made a thorough analysis of the func- 
tions and problems of the Registry. 
These were considered under the three 
headings of (1) diagnostic service, 
(2) educational activities, and (3) re- 
search. 


1. The diagnostic service in ophthal- 
mic pathology had grown to an annual 


workload of about 1700 whole eves plus 
700 biopsy specimens and/or sectioned 
eyes, and there were reasons to fear a 
further increase in the accession rate 
in the years ahead. I*riedenwald believed 
such a routine workload to be about 
twice the optimum needed for training 
purposes. On the other hand, he recog- 
nized the very great value of the diag- 
nostic service rendered to civilian oph- 
thalmologists by the Registry, and for 
this reason, he did not favor any abrupt 
curtailment of this service. The heavy 
workload was burdensome to the techni- 
cal and secretarial staff, and the already 
great backlog in the laboratory was in- 
creasing at a rate of about 200 eyes per 
year! The quality of the work was con- 
sidered “superb” but there were simply 
not enough technicians to keep pace. Be- 
cause of this shortage, it was impossible 
to develop a greater variety of special 
staining methods and to apply new his- 
tochemical techniques to ocular histology 
and pathology. Friedenwald therefore 
concluded: 


If a serious effort is to be made to catch 
up with the current backlog and to care for 
continuous growth, assuming that the present 
accession policy will not be immediately 
changed, there are, as | see it, only two pos- 
sibilities. (1) The staff of the Registry could 
be increased by at least one more technician. 
This would be extremely difficult within the 
present limitations of available space. (2) A 
greatly increased proportion of the cases could 
be run through paraffin instead of celloidin. 
At the present time parattn technique is used 
for rush diagnoses and for some fresh in- 
juries and phthisis bulbis. It would appear 
that a much larger fraction of the accessions 
could be put through paraffin without seriously 
depleting the supply required in celloidin for 
teaching purposes. 


Friedenwald also recommended an 
active decentralization policy—the devel- 
opment and support of other military 
and civilian laboratories for ophthalmic 
work. This he believed important, not 
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only to free the staff at the Registry and 
give them more time for research work, 
but also as he stated: 

From the long run point of view of the ad- 
vance of ophthalmic pathology, the maximal 
development of local diagnostic facilities is of 
major importance. Mail order diagnosis, no 
matter how good, can never be as enriching 
as the direct mutual consultation of the clin- 
ician and the pathologist. The more widely 
diagnostic responsibilities are disseminated, 
the more chance there is for the development 
of new concepts and new techniques. A maxi- 
mal fruitfulness will, however, be achieved 
only if the local laboratories are closely affil- 
iated with the National Registry. It would 
appear that the Ophthalmic Pathology Club 
could be developed toward the goal of more 
active afhliative relationships. 

Several of Friedenwald’s recommen- 
dations have since been put into effect. 
An ophthalmic pathology laboratory was 
established at the Fitzsimons Army Hos- 
pital in Denver in 1953 by Lieutenant 
James Duke. When Duke left the 
Army, Captain Frederick R. Carriker 
continued the work. In 1954 another 
laboratory for ophthalmic pathology was 
activated at the 6th Army Area Medical 
Laboratory by Lieutenant Alan Snyder. 
These laboratories not only received 
specimens from military installations in 
their respective geographic areas, but 
they also were sent many old “back-log” 
cases from the Registry. At that time a 
number of new civilian laboratories were 
established and older laboratories were 
expanding. Meanwhile additional tech- 
nicians were assigned to the ophthalmic 
pathology laboratory of the AFIP, and 
in 1955 the laboratory and Registry 
moved into its new building on the 
grounds of the Walter Reed Army Med- 
ical Center, where larger and better fa- 
cilities were available. Before leaving 
the old Museum building, the technical 
staff had begun to experiment with the 
paraffin technique for sectioning whole 
eyes. Since then they have mastered this 
procedure and the much more time-con- 
suming celloidin method has been used 
only for selected cases. 
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The net result of all these develop- 
ments between 1950 and 1955 was to 
reduce significantly the accession rate 
and virtually to eliminate the backlog. 
During the 5-year period 1955-1959, the 
average total annual accessions was 
down to 1725 cases (almost to the level 
recommended by Friedenwald), and of 
these, the number of whole eyes aver- 
aged 976 (compared with 1700 at the 
time of Friedenwald’s report). The 
backlog of unfinished diagnostic work 
was gradually reduced to 391 cases at 
the end of 1959 from the record high of 
3459 cases at the end of 19553. 

2. The educational activities of the 
Registry were also considered at length 
in Friedenwald’s 1949 report. He stated: 


The fellowship posts represent the highest 
training facilities which the Institute can con- 
tribute, and a major effort should be made to 
bring this training up to the maximal possible 
level. Trainees should not be accepted for 
periods of study of less than one year and 
as soon as possible opportunities for appren- 
ticeship in experimental research and for clin- 
ical correlation should be developed to en- 
rich the instruction. 


In discussing the problem with the current 
groups of trainees, I received the distinct im- 
pression that they needed more basic training 
in general pathology than they were receiving, 
and that the conferences of the various de- 
partments of the Institute could profitably be 
extended to include more elementary training 
than at present. Within the Ophthalmic divi- 
sion the pressure of the present diagnostic 
load is such that, in order to save time, each 
trainee works up the final report on his cases 
in private with Mrs. Wilder, and the rest of 
the group do not have the opportunity to 
participate in these discussions. 


Though facilities for research within the 
vast collection are readily available to the 
trainees, not much use has so far been made 
of these opportunities and a more active 
stimulation in this direction would be desir- 
able. While the trainees enter the Institute 
with little or no training in ophthalmic and 
general pathology and are not qualified to 
undertake independent research, they could 
with great profit be assigned to work on small 
scale problems under direction, and thus learn 
how to approach a research problem in the 
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held of ophthalmic pathology. The burden of 
such teaching would undoubtedly be heavy 
on the staff of the Institute but would not 
be devoid of rewarding aspects. 


In order to keep as many facilities as pos- 
sible open to the trainees, short term visits 
by individuals who merely want refresher 
courses or preparation for the Board Exami- 
nations should be discouraged. This is not 
meant to apply to the utilization of qualified 
individuals of the facilities of the Registry 
for short term studies. 


Since then the fellowship program 
has been developed to a considerable de- 
gree, partly by the Academy and partly 
by other organizations, especially the 
National Institute of Neurological Dis- 
eases and Blindness, the Heed Ophthal- 
mic loundation, and the Council for 
Research in Glaucoma and Allied Dis- 
eases of the Alfred P. Sloan lounda- 
tion. The AFIP has followed lrieden- 
wald’s suggestion and has discouraged 
those who wish to come for short periods 
of study and has urged a minimum of 
nine months. 


During each of the past three years 
there have been three or four Fellows 
who have come for periods of nine or 
more months of training, and the num- 
ber of applicants for the next two years 
has exceeded the available accommoda- 
tions. riedenwald recommended “more 
active participation of trainees in formal 
teaching and in research.” Each of the 
trainees gives one or two lectures in the 
annual AFIP Course in) Ophthalmic 
Pathology, and as the Iellows progress 
in the program they assist in instructing 
the newer men in the routine diagnostic 
work. Participation in research projects 
is encouraged, and the majority of Fel- 
lows in ophthalmic pathology at the 
AFIP do complete at least one project 
deemed worthy of publication. 


A fine example of what can be accom- 
plished in a relatively short period was 
demonstrated to me by Dr. Milton 
locks, who, upon completing his resi- 


dency in ophthalmology, came to the 
AIF IP for six months as a Heed Fellow 
in July 1954. During this brief period 
‘locks initiated and largely completed 
two major projects based on Registry 
cases (a clinicopathologic study of 138 
cases of phacolytic glaucoma, in collab- 
oration with Littwin and Zimmerman ; 
and a study of the size and shape of ma- 
lignant melanomas of the choroid and 
cilhary body in relation to prognosis and 
histologic characteristics, collabora- 
tion with Gerende and Zimmerman ). In 
addition, he began a_ histopathologic 
study of the trabecula using tangential 
sectioning, which subsequently led to 
several publications (I*locks, 1956, 1958 
and 1959), 


I‘riedenwald found the Registry’s loan 
sets to be in need of “reconditioning,” 
and he suggested that these elementary 
sets be supplemented by more advanced 
sets. The latter, he believed, should be 
smaller sets covering restricted 
aspects of ophthalmic pathology (e.g., 
uveitis, glaucoma, ocular tumors). Dur- 
ing the past decade a considerable “stock 
pile’ of special cases has been prepared 
for ultimate use in rejuvenating old sets 
and for use in smaller special sets. Much 
time and effort is to be spent in complet- 
ing this work, and we plan to use the 
Academy's Fellows to assist in this en- 
deavor. 


3. With respect to research based on 
the wealth of material in the Registry, 
l‘riedenwald stated: 


Considering the abundance or perhaps over- 
abundance of the available material, the re- 
search production in the Registry has in the 
past been extremely scanty. This 1s not meant 
to disparage the quality of the work produced. 
The classification of melanomas and the study 
of the relation between histologic findings and 
mortality. represents a large contribution car- 
ried out in a long range and thoughtful man- 
ner, but the total research output of the 
Registry clearly indicates that relatively little 
time is spent by the staff or the fellows on 
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research. Moreover, little use of the facilities 
of the Registry has up to now been made by 
outside ophthalmologists for research pur- 
poses. 


The small amount of research initiated and 
carried through by the staff must be consid- 
ered from two points of view. In the first 
place the burden of routine activities especial- 
ly in relation to routine diagnostic service has 
been overwhelmingly heavy. In addition to 
carrying the diagnostic load, Mrs. Wilder has 
been called on to make a large number of trips 
for formal teaching purposes. Each time she is 
away on such trips, it costs her several weeks 
of hectic effort to catch up on the diagnostic 
backlog. The difficulties of formulating and 
carrying through more than a minimum of 
research studies under these pressures are 
enormous. In view of these difficulties the 
scientihc output of the Registry, small as it 
is, is a remarkable tribute to her industry and 
effectiveness. 


This report was made just a few 
vears before Mrs. Wilder presented the 
results of her great contributions to an 
understanding of the etiology of gran- 
ulomatous inflammations of the eve. Her 
work, based entirely on an extensive re- 
view of the accumulated cases on file in 
the Registry, involved the application of 
a large number of special staining pro- 
cedures in her search for microorgan- 
isms. This led, eventually, to a recogni- 
tion of the fact that toxoplasmosis, in 
the adult as well as in the infant, is more 
important than tuberculosis as a cause 
of uveitis and blindness, and to the fact 
that a most important cause of “‘pseudo- 
glioma” of the retina in children is a 
form of visceral larva migrans. 


These and other important contribu- 
tions made possible by the Registry ma- 
terial do not, however, negate Frieden- 
wald’s criticisms and his optimistic rec- 
ommendation that the only answer is 
“the enlargement of the facilities, the 
increase of the Registry staff, and a cur- 
tailment of the growth of routine diag- 
nostic service.” 
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THE FUTURE? 


Time has not been sufficient for me 
to give you a complete picture of all the 
current activity in ophthalmic pathology 
and research stemming from the Regis- 
try. | have intentionally kept this part of 
my presentation to a minimum, since 
our annual reports published in the 
TRANSACTIONS of the American Acad- 
emy of Ophthalmology and Otolaryn- 
gology (see Hogan, 1954-1959) together 
with the bibliography that 1 have ap- 
pended will provide the interested read- 
er with additional information. 


| would like to spend the remainder of 
my time in suggesting certain activities 
of the Registry which I believe should 
be curtailed, expanded, or otherwise 
changed to the benefit of all of us in- 
terested in advancing ophthalmology 
and ophthalmic pathology. Again these 
may be taken up in relation to consulta- 
tive service, education, and research. 


1. Consultative Service 


| fully share the opinion expressed by 
l‘riedenwald (cited previously) that the 
volume of diagnostic work provided by 
the Registry at the time of his 1949 re- 
port was excessive, particularly in rela- 
tion to the available staff. During the 
past decade, however, the volume has 
been decreased and the staff has been 
augmented so that the task 1s less bur- 
densome. Our present volume is about 
optimum to provide ample new material 
for the trainees. | would, therefore, not 
recommend any further reduction in our 
accession rate. On the other hand, | 
would not consider it wise to increase 
our present diagnostic service for “rou- 
tine’ specimens. 


There is, however, one group of ‘“rou- 
tine’ specimens of which we have in- 
sufficient material. The Registry of 
Ophthalmic Pathology is composed al- 
most entirely of surgical cases, and very 
little autopsy material is available for 
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teaching and research. There are many 
relatively common medical conditions 
which we lack. For example, we rarely 
receive eves from diabetic or hyperten- 
sive patients unless an important ocular 
complication (usually secondary glau- 
coma) is superimposed on the initial 
process. This one-sided development of 
the Registry as a Registry of “surgical 
pathology of the eye” should be cur- 
tailed and an effort needs to be made to 
obtain more autopsy specimens. 


I believe it would be very wise, if it 
were feasible, to increase the propor- 
tion of “unusual” or “difficult” cases 
to “routine” specimens contributed to 
the Registry. This could be accomplished 
if more “routine specimens” (e.g., re- 
cent trauma, phthisis bulbi, and absolute 
glaucoma) were sent to the many lab- 
oratories about the country that have 
expressed a desire to obtain more cases 
(see Hogan, 1955), and if these labora- 
tories would forward to the Registry 
those cases considered unusual or par- 
ticularly valuable for teaching or re- 
search. 


| realize, of course, that it 1s tedious, 
time-consuming and expensive for the 
local laboratories to support the Regis- 
try in this manner. Extra slides, copies 
of the histories, copies of the reports, 
and subsequent follow-up histories in 
selected cases are required, and someone 
in each laboratory must take the time 
to prepare the cases for shipment to the 
Registry. It is only the enthusiastic ap- 
preciation of the value of a central Reg- 
istry and what it can contribute that will 
promote the support of individual lab- 
oratory directors. 


It is possible, however, that the Acad- 
emy can aid in this program and by so 
doing also provide better experience for 
its trainees. There are a number of fair- 
ly large ophthalmic pathology labora- 
tories throughout our country that have 
been active for a sufficiently long time 


that they, too, have an accumulated 
wealth of material. If the Academy’s 
lellow were sent to at least one such 
laboratory each year, he could assist the 
Director of that laboratory in selecting 
appropriate cases for the Registry and 
in the preparation of the material for 
shipment to Washington. In fact, if he 
were to travel by private auto, he could 
bring the material himself. We have an 
historic precedent for this technique of 
building up the Registry, because in 
1937 Mrs. Wilder made an extensive 
tour, visiting most of the Nation’s lead- 
ing ophthalmic pathology laboratories 
for the express purpose of collecting 
melanomas of the uvea. This led to the 
rapid augmentation of the Registry col- 
lection and soon made possible more 
statistically significant follow-up studies. 


To do something of this sort each 
vear would require additional financial 
aid from the Academy, and it would also 
require the enthusiastic support of the 
various laboratory directors. If such a 
plan were approved, | would recommend 
first a visit to those institutions such as 
Washington University in St. Louts, 
Ohio State University in Columbus, and 
University of California in Los Angeles 
where autopsy material has become rela- 
tively more abundant than at most other 
laboratories. 


2. Educational Activities 

| have written to many people who, 
in the past, have been concerned with 
the Registry in one way or another, re- 
questing assistance in planning for the 
future. All have emphasized the need 
for continuing and expanding the educa- 
tional activities of the Registry, which, 
as I indicated earlier, include the subtle 
individual type of teaching provided by 
our detailed descriptive reports to con- 
tributors, on-the-job training of physi- 
cians and technicians, preparation of 
loan sets and atlases, and group instruc- 
tion at formal courses. 
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Our own training of Fellows at the 
AFIP has not been entirely satisfactory 
because of the lack of a sufficient num- 
ber of experienced staff pathologists to 
supervise all the activities. Friedenwald 
pointed this out at the time of his 1949 
report, and it is just as true today—per- 
haps more so because of the increased 
demand for such on-the-job training. 


Here, again, the Academy could help 
out. | would like to see the Academy 
sponsor a series of “Resident Consul- 
tants in Ophthalmic Pathology’’—expe- 
rienced teachers who would come to the 
AFIP for periods of two to four weeks 
to assist the Chief of the Ophthalmic 
Pathology Branch in training the F[el- 
lows. During such periods the Resident 
Consultant might give a few lectures or 
seminars, but his main service would be 
to help review the routine pathology re- 
ports being prepared daily by the 
trainees on the recently received speci- 
mens. During such periods of duty at 
the AF IP, he would also be encouraged 
to utilize the Registry material for his 
own research interests. Such consultants 
might also assist in preparing some of 
the advanced type of loan sets of slides 
on such special subjects as uveitis, vascu- 
lar diseases, corneal dystrophies, and 
unusual tumors. 


The practical problems we face in 
developing such a program are obvious: 
(1) the most experienced and qualified 
teachers are often too busy at home to 
get away for such long periods as two 
to four weeks, and (2) the program 
would require financial support. I feel 
optimistic, however, and believe that 
there are a sufficient number of good 
teachers and investigators in ophthalmic 
pathology who would be willing to give 
that much of their time every few years 
to promote such a program, particularly 
if they themselves could profit by the ex- 
perience, as | am sure they would, by 
utilizing the material and facilities of the 
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AFIP which we would make available 
to them. As for the Academy’s support- 
ing such a program, I am again contident 
because, 1f successful, its cost would be 
slight in comparison with its ultimate 
value. The better training of our young 
men, the cross-fertilization provided by 
having teachers and investigators come 
and go, and the increased utilization of 
Registry material for teaching purposes 
(study set, training manuals, ete.) and 
research would certainly justify con- 
tinued support. 


| have several times mentioned prep- 
aration of special study sets to cover 
more restricted fields. What | have in 
mind concerns more than histopathology. 
There is a definite need to correlate the 
clinical manifestations of certain dis- 
eases with their pathologic anatomy. 
With the ever-increasing use of photog- 
raphy by ophthalmologists, we are now 
in a much better position to present the 
clinical appearance as well as the histo- 
logic characteristics of many conditions. 
| envision our loan sets of the future as 
including kodachrome slides illustrating 
the clinical appearance of many of the 
same lesions used for preparation of 
microslides and being accompanied by 
appropriate case histories, descriptive 
data, pertinent discussion, and refer- 
ences. 

To accomplish this ambitious task 
will, of course, require better-than-ever 
support by all of you. Always send in to 
the laboratory good case histories and 
whatever illustrations are available at 
the same time that you contribute your 
specimens. This should be done not only 
when cases are sent in to the Kegistry 
at the AFIP but also when you send 
specimens to your local laboratory. Re- 
member that most of your local ophthal- 
mic pathology laboratories are operating 
in cooperation with the central Registry. 
They aid us greatly in winnowing the 
material for the most valuable cases for 
teaching and research. 
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Such a plan for better teaching sets 
will also require added man hours of 
service by qualified teachers to select 
cases and prepare the descriptive mate- 
rial. It will also be costly and will need 
the Academy’s financial support. 


Recently, in a discussion of the future 
of our Registry, Colonel Joe M. Blum- 
berg, Scientific Director of the Ameri- 
can Registry of Pathology, suggested 
that we consider a great expansion of 
our educational program. There are 
vitally important new horizons for us 
to look towards in other lands. From an 
international viewpoint we are, today, in 
about the same stage of development as 
was ophthalmic pathology in the United 
States 40 years ago when Gradle and 
Callender began to develop their ideas 
for a national center. 


There are two very important reasons 
why we should turn our attention 
towards other, less privileged countries. 
Irom a selfish point of view, we need 
to know more about their medical prob- 
lems and we need to obtain their path- 
ologic material for our Registry (just as 
it was once considered so important by 
Gradle that every American ophthal- 
mologist send in his specimens to Wash- 
ington). One might presume that at the 
Armed Forces Institute of Pathology we 
would have an excellent collection of 
pathologic eyes representing virtually 
every known ocular disease to which 
man and animals are susceptible, ob- 
tained from all parts of the World. This 
is What we should have, but we do not. 
Actually, ours is a rather provincial 
Registry. Material from cases of tracho- 
ma, keratomalacia, phiyctenular kerato- 
conjunctivitis, and many other ocular 
diseases that are still so extremely 1m- 
portant in certain areas, 1s virtually un- 
available for study and research. 

In addition to these epidemic diseases, 
there are other special problems. | would 
like to tell you briefly about three ex- 


amples in the field of neoplasia that, on 
the basis of random observations made 
in the pathology laboratory, deserve spe- 
cial study. It has been our experience 
that true infiltrative squamous cell car- 
cinoma is a rare conjunctival lesion in 
the United States. However, in the lim- 
ited material we have received from con- 
tributors in Pakistan, we have been im- 
pressed by the apparently greater inci- 
dence of this epibulbar cancer. We have 
even seen a case of bilateral squamous 
carcinoma in a 10-year-old boy. Whether 
this is the result of genetic factors or 
environmental exposure to some cCar- 
cinogenic agent is obscure; in fact, we 
do not even have enough information to 
know whether the observation of a 
seemingly high incidence of such tumors 
in Pakistan is valid. Similarly, in the 
limited material we have received from 
one large city in South America, we have 
repeatedly been impressed by the dis- 
proportionate number of cases of retino- 
blastoma and the paucity of melanomas. 
I-inally, | would like to tell you of a fas- 
cinating group of cases Dr. William 
Spencer has received at the University 
of California. 


During 1959 Dr. M. D. Hursh of the 
Sudan Interior Mission Hospital in 
Kano, Nigeria, contributed to the Oph- 
thalmic Pathology Laboratory of the 
University of California five cases in 
which there was such massive lymphoid 
infiltration of the orbital tissues that 
a diagnosis of malignant lymphoma 
seemed justified in each instance. In two 
the lids and orbital tissues were involved, 
in two others the lids, orbital tissues, 
and uvea were affected, and in the fifth 
the lacrimal gland was greatly enlarged. 
Since lesions of this type are seen so 
rarely in the United States, Dr. Spencer 
was anxious to obtain more information 
about these patients. Dr. Hursh informed 
him that by strange coincidence two of 
the patients came from the same locality, 
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“strictly bush with no doctors or hospi- 
tals,” and that they had died within three 
months after enucleation. At the time of 
enucleation neither patient had shown 
evidence of generalized lymphomatosis 
and the cause of death remains obscure. 


From the foregoing, it is evident that 
we should develop an interest in geo- 
graphic pathology of the eye in order to 
provide ourselves with needed materials 
tor teaching purposes and to broaden 
our knowledge of the etiology, epidemi- 
ology, and pathogenesis of various ocular 
diseases. But, possibly, this rather lim- 
ited and selfish point of view is not the 
most cogent reason to expand the Regis- 
try program internationally. 


We have reasons for believing that 
there exists in many parts of South and 
Central America, Asia, the Middle East, 
and Africa a fervent desire for better 
medical education and teaching aids of 
all types. The potential which we have 
for promoting international good will by 
means of medical education is expressed 
in a letter which Colonel Blumberg re- 
cently received from the recipient of 
some study material in one of our neigh- 
boring Latin American countries: 


I am very grateful for the histopathology 
slides. Your collaboration not only helps in a 
cultural plan but demonstrates to the almuni 
of the Faculty that it is only propaganda what 
the Communists say that North American 
Army is only another instrument of Yankee 
Imperialism. By the above you might form a 
clear idea why this is significant to me and to 
those who practice Democracy. 


Some of us believe that the American 
Registry of Pathology can do a great 
deal towards promoting genuine respect 
tor the United States, as can each of the 
national societies which sponsor one or 
more of the constituent registries. Fur- 
thermore, as I implied before, there will 
be considerable “feedback” in the form 
of an-increased number of cases con- 
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tributed, better histories, more complete 
epidemiologic data, longer follow-up re- 
ports, etc. 


| would give this proposed expansion 
of the Registry into the field of “geo- 
graphic ophthalmic pathology” a high 
priority on the list of projects which the 
Academy should sponsor. A recent de- 
velopment in histologic technique has 
made possible the distribution of micro- 
scopic sections by first class mail at min- 
imal expense and without fear of break- 
age (Ambrogi, 1960). It is now possible 
to mount and seal stained histologic sec- 
tions in plastic sheets that can be folded, 
crumpled, or crushed without damage 
to the sections. Thus a whole teaching 
set of 100 sections can be assembled on 
about a dozen sheets of plastic (7x10 
inches) which together with separating 
sheets of paper weigh about the same 
as 5 sections mounted in the usual fash- 
ion between glass slides (less than 2 
ounces). Upon receipt at a medical cen- 
ter in some distant part of the world, 
the individual sections may then be cut 
out and mounted between glass slides in 
the usual fashion. Good histologic and 
cytologic detail may be obtained and the 
method can be used for mounting cel- 
loidin as well as paraffin sections. 


3. Research 


There is only one type of research 
that can be carried out by the Registry 
better than by any other organization 
with which I am familiar. This is the 
long-range follow-up study of remark- 
ably large series of cases. | am very 
proud of our “detectives” who have 
tracked down patients even after their 
own ophthalmologists had considered 
them permanently “‘lost-to-follow-up.” 
People like Miss Eleanor V. Paul, my 
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assistant, Mrs. Evelyn C. Espeut in our 
follow-up unit, and Miss May F[raker 
and Mr. B. L. Parnell in our statistical 
analysis unit make this work possible. 
| really do not believe there is a com- 
parable organization anywhere else. For 
this reason, it 1s extremely important 
that we continue to use our great store- 
house of accumulated cases that have 
been followed so carefully over the years 
and to utilize our remarkable organiza- 
tion to obtain the maximum information 
for the benefit of our patients, just as 
Dr. E. A. Codman planned to do when 
he organized the Nation’s first national 
registry. 


At this time I should like to acknowl- 
edge our sincere appreciation to all con- 
tributors to the Registry who have been 
cooperating with us, first by providing 
good clinical histories and illustrations 
at the time they send in specimens, and 
later by responding to our requests for 
additional data — particularly long-term 
follow-up reports. Without such co- 
operation the Registry could never have 
developed into what it is today. Now, I 
would be remiss in my duties as Regis- 
trar if | were to leave you with the 1m- 
pression that all our contributors are so 
helpful; unfortunately, such is not the 
case! This is directed to the compara- 
tively small group of uncooperative con- 
tributors: please do not waste our time 
and yours by not sending in specimens 
if you cannot provide a history or are 
unwilling to help out later when we need 
more data. 


Second in importance for the Registry 
are the more esoteric aspects of ophthal- 


mic research, such as electron microscopy 


and animal experimentation, because 
these can be pursued wherever the re- 
search facilities and personnel are avail- 
able and are not dependent upon the 
unique collection and organization avail- 
able only te us in the form of our Reg- 


istry. 
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With respect to the “follow-up” activi- 
ties of the Registry, there is one impor- 
tant way in which the program could be 
developed to provide us with answers to 
some very perplexing questions that have 
been raised at recent Academy meetings. 
In opening the discussion of a paper 
presented at the 1955 meeting by Flocks 
and his co-workers, in which the thesis 
was advanced that small melanomas of 
the choroid have a better prognosis than 
do large tumors, Maumenee asked it 
anyone had followed a large series of 
patients with nevi of the choroid to de- 
termine how often these lesions would 
become malignant. At the 1957 meeting, 
a panel headed by Dr. E. B. Dunphy 
discussed Diagnosis and Manage- 
ment of Intraocular Melanomas.” In 
summing up some of the ideas that had 
been expressed during the symposium, 
Dr. Dunphy stated: 


Finally, we feel that there remains a lot to 
be learned about the behavior of malignant 
melanomas of the uveal tract. This is often 
unpredictable in contrast to that of malignant 
melanomas of the skin, where a rapid down- 
hill course is usual. We all know that some 
patients who refuse enucleation go on for 
years in perfect health with no sign of 
metastasis, while in others metastasis occurs 
in spite of early enucleation. Is it possible 
that early metastasis actually occurs in all 
cases but that in certain ones the tumor cells 
are restrained from growing in their new 
environment by some factor as yet unknown? 
In other words, do we actually save life by 
enucleation? May it not already be too late? 
No one knows for sure; until we have more 
knowledge on the subject, we must assume that 
we do and act accordingly. 


At this point I would like to make a plea 
that ophthalmologist make a_ special 
point to follow up his cases in which enucle- 
ation is not done and see what happens to 
them. Perhaps the American Academy of 
Ophthalmology and Otolaryngology might es- 
tablish a registry to which such cases could 
be referred for periodic evaluation and follow- 
up. It is our hope that this will be done, for 
only by such a study can we get an answer 
to this perplexing question of whether or not 
enucleation really prolongs life expectancy. 
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| believe the Academy should give 
serious consideration to establishing a 
registry of “living pathology,” as sug- 
gested by Dunphy and his co-panelists. 
Many large clinics already are following 
patients with uveal nevi or melanomas 
patients who have refused enucleation 
or for whom enucleation has not been 
recommended. But the number of such 
cases In any one clinic is small, and with- 
out a large central Registry we shall 
never really be able to formulate any 
definite ideas about the natural behavior 
of these lesions: the frequency with 
which choroidal nevi become malignant, 
the rate of growth of small tumors, and 
the incidence of metastasis from small 
and large melanomas. 


In the past all the Registries of the 
American Registry of Pathology have 
had as a basic requirement the acquisi- 
tion of microscopic slides, blocks, and/ 
or tissue from which a pathologic diag- 
nosis can be established. Thus, the estab- 
lishment of a new type of Registry in 
which the cases being registered would 
not be documented by histopathologic 
diagnosis would require a change in our 
basic policy. I feel confident, however, 
that if the Academy were convinced 
that such a Registry should be estab- 
lished and if the cases being registered 
were well documented by good clinical 
histories, fundus photographs, visual 
field charts, and the clinical opinions of 
a panel of experts who periodically would 
review and re-evaluate each case, ar- 
rangements could be made to formally 
establish this type of Registry. 


We have already established informal- 
ly and on a very small scale such a Reg- 
istry to aid in establishing the natural 
behavior of a particular group of mel- 
anotic tumors of the optic disc (Zimmer- 
man, 1960). For several years Dr. Lee 
Garron and [ have been following a 
group of such cases in which the in- 
volved eye was enucleated. Our histo- 
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pathologic studies and the follow-up re- 
ports have convinced us that these arc 
relatively (if not absolutely) benign tu- 
mors, but only the clinical course of 
these lesions would really settle the is- 
sue. Fortunately our friends in several 
cities have sent us excellent drawings, 
kodachrome slides, visual field charts, 
and follow-up reports of their cases in 
which enucleation was either refused by 
the patient or not recommended by the 
ophthalmologist. As a result, we are 
slowly accumulating excellent data which 
support our contention that these are, in 
fact, benign melanotic tumors. I would 
like to show you a few examples of these 
tumors (figs. 38 and 39), if for no other 
reason than to invite you to send me ad- 
ditional examples. These are not com- 
mon tumors and it will take us a long 
time to accumulate a sizeable series. 
Therefore, we need every case we can 
get and we shall appreciate your con- 
tributions to this special series. 


J must emphasize that this special col- 
lection is a personal effort, not really an 
official function of the Registry of Oph- 
thalmic Pathology. If, however, the 
Academy were sufficiently convinced of 
the value of such a registry of untreated 
tumors (especially choroidal nevi and 
melanomas) that long-term support 
would be guaranteed, | believe such an 
undertaking would be feasible. 


4. Committee on Ophthalmic Pathology 


The Academy’s Committee 6n Oph- 
thalmic Pathology has been a source of 
great encouragement to me _ personally, 
as have many other members of the 
Academy who, though not now on the 
committee, have great interest and con- 
fidence in the Registry and who realize 
its unique character and amost unlimited 
potential. To all these people, and in 
particular to Dr. Benedict, your efficient 
Executive Secretary-Treasurer, I want 
I think 


to give my personal thanks. 
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FIG. 38-—-Melanocytoma of optic netve head. AFIP Ace. No. 507852 « 15. 


FIG, 39—-Melanocytoma of optic disc. (A) Clinical case being followed by Dr. Robert C. Schopp of Buffalo. 
New York, with no definite change during eight years of observation. Neg. No. 57-5427. (B) Clinical case 
contributed by Dr. Manuel L. Stillerman of Chicago, Illinois, with no definite change during seven years of 
observation. Neg. No. 57-5385. 


. 


> 
am, 
‘ 
My 


104 LORENZ E. ZIMMERMAN TR. AM. ACAD. 


it is a remarkable tribute to both the 
Academy and the AF IP that, now after 
40 years, the “union which had been ef- 
fected between the Academy and _ the 
Museum” (Gradle, 1921) is as strong, 
healthy, and mutually dependent as it 
was at the beginning. 


I do believe, however, that there is 
still room for growth and development, 
as I have just indicated. Furthermore, I 
believe that the Academy’s Committee on 
Ophthalmic Pathology should be more 
active in discharging its dual responsi- 
bilities to the Academy and to the Regis- 
try. During recent years the principal 
work of this committee has been (1) the 
organization and supervision of a team 
to prepare a second edition of the Acad- 
emy-sponsored book and atlas on “Oph- 
thalmic Pathology,” (2) stimulation of 
local ophthalmic pathology laboratories 
to accept an increasing number of speci- 
mens in order to relieve the Registry of 
some of its volume of routine diagnostic 
work, and (3) development of the train- 
ing program in ophthalmic pathology at 
the AFIP. These have been large, 1m- 
portant tasks and the Committee’s chair- 
man, Dr. Hogan, in particular, deserves 
the appreciation of all of us for the time 
and effort he has given to this work. On 
the other hand, | believe this committee 
could be even more active in promoting 
increased utilization of the opportunities 
available through the Registry. | think 
it would be very healthy and profitable 
for all concerned if at least once every 
year each member of the committee 
would visit the AF ITP in the capacity of 
a consultant and critic—to find ways 
and means of assisting the Registry’s 
activities in order to achieve maximum 
productivity and more efficient opera- 
tion. 


5. Summary 


In summary, I have made the follow- 
ing observations and suggestions (with 
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which the Director of AFIP concurs) 
for the Registry’s future development: 


a. Routine diagnostic work should be 
kept close to the minimum required to 
ensure adequate training of Fellows. 


b. Consultative work and the acquisi- 
tion of difficult or unusual cases should 
be increased. 


c. Efforts should be made to obtain 
more autopsy material and to encourage 
contributors in other countries to build 
up a collection of “geographic ophthal- 
mic pathology.” 


d. Support of on-the-job training of 
Fellows should be continued but not ex- 
panded, since our present capacity is al- 
ready taxed, mainly by the shortage of 
qualified instructors. 


e. A program of “Resident Consul- 
tants in Ophthalmic Pathology” should 
be started in order to provide more in- 
struction for the Fellows and to pro- 
mote greater utilization of the Registry 
material. 


f. New study sets are required both 
to replace obsolete and damaged sets and 
to supplement the basic material with 
special collections to be accompanied by 
descriptive syllabuses, illustrations, ref- 
erences, etc. Distribution of such train- 
ing aids to foreign countries needs to be 
encouraged. 


g. Expansion of the Registry’s fol- 
low-up program is important, since it 
affords a unique opportunity for this 
type of medical research. This activity 
needs continued and improved support 
from all contributors to the Registry. 


h. The Academy’s Committee on Oph- 
thalmic Pathology should demonstrate 
greater interest and provide more con- 
sultation in guiding the future develop- 
ment of the Registry. 


i. The Academy itself must augment 
its support of the Registry 1f we are to 
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begin to realize the remarkable potential 
of this unique organization. 


Publications from The Registry 
of Ophthalmic Pathology and from 
the Ophthalmic Pathology Branch of 
The Armed Forces Institute of Pathology 


1929 
Friedenwald, Jonas S.: The Pathology of 
the eye: Illustrated with 253 photomicro- 
graphs from the pathological collections of 
the Wilmer Ophthalmological Institute and 
the Army Medical Museum by Helenor 
Campbell, ed. 1, New York, MacMillan, 
1929. 


1930 
Callender, George R., and Thigpen, C. A.: 


Two neurofibromas in one eye, Amer J] 
Ophthal, 13:121-124, 1930. 


1931 
Callender, George R.: Malignant melanotic 
tumors of the eve: a study of histologic 
types in 111 cases, Trans Amer Acad 
Ophthal Otolaryng, 36:131-142, 1931. 


1934 
Wilder, Helenor C.: Methods of mounting 
eyes at Army Medical Museum, Bull 
Internat Assoc Med Museums, 13:47, 1934. 


1935 
Callender, George R., and Wilder, Helenor 
C.: Melanoma of the choroid: the prog- 
nostic significance of argyrophil fibers, 
Amer J] Cancer, 25:251-258 (Oct.) 1935. 


Wilder, Helenor C.: An application of blood 
staining to formalin fixed tissues, Bull 
Internat Assoc Med Museums, 14:68, 1935. 


Wilder, Helenor C.: An improved technique 
for silver impregnation of reticulum fibers, 
Amer J Path, 11:817-821, 1935. 


1936 

Callender, George R., and Wilder, Helenor 
C.: Pathologic technic. In Conrad Berens: 
The Eye and Its Diseases, Philadelphia, 
\W. B. Saunders, 1936, chap. 72, pt. 14, pp. 
1193-1202. 


Hill, Emory and Dart, Raymond O.: Cav- 
ernous hemangioma of the choroid: report 
of tive cases in the Registry of Ophthalmic 
Pathology, Army Medical Museum, Wash- 
ington, D. C., Trans Amer Ophthal Soc, 
34 :122-133, 1936. 


1937 
Rones, Benjamin: Formation of drusen of 
the lamina vitrea, Arch Ophthal, 18 :388-399, 
1937. 


1938 
DeCoursey, Elbert, and Ash, J. E.: Atlas 
of Ophthalmic Pathology, ed. 1, Omaha, 
Amer Acad Ophthal Otolaryng, 1938. 


Rones, Benjamin: Senile changes and de- 
generations of the human eye, Amer Jf 
Ophthal, 21 :239-255, 1938. 


1939 
DeCoursey, Elbert, and Ash, J. E.: Atlas 
of Ophthalmic Pathology, ed. 2, Omaha, 
Amer Acad Ophthal Otolaryng, 1939. 


Wilder, Helenor C., and Callender, George 
R.: Malignant melanoma of the choroid; 
further studies on prognosis by histologic 
type and fiber content, Amer J Ophthal, 
22 :851-855, 1939. 


1940 
Greear, James N., Jr.: The eye in hyper- 
tensive cardiovascular disease: a compara- 
tive ophthalmoscopic and pathologic study, 
Trans Amer Ophthal Soc, 38 :397-469, 1940. 


Rones, Benjamin: Essential atrophy of the 
iris, Amer ] Ophthal, 23:163-171, 1940. 


Rones, Benjamin: Pathologic conditions of 


the cornea, Arch Ophthal, 24:374-395, 1940. 


Scala, Norman P.: Keloid of the conjunc- 
tiva, Arch Ophthal, 23 :624-625, 1940. 


1941 

Riwchun, Mever H., and DeCoursey, FI- 
bert: Sympathetic ophthalmia caused by 
nonperforating intraocular sarcoma, Arch 


Ophthal, 25:848-858, 1941. 


Rones, Benjamin: Pathologic conditions of 
the cornea, Arch Ophthal, 26:108-126, 1941. 


1942 
Ash, J. E. and Wilder, Helenor C.: Epi- 
thelial tumors of the limbus, Trans Amer 
Ophthal Otolaryng, 46:215-222, 1942; also 
Amer J] Ophthal, 25 :926-932, 1942 


Callender, George R.; Wilder, Helenor C., 
and Ash, J. E.: Five hundred malignant 
melanomas of the choroid and ciliary body 
followed five years or longer, Trans Amer 
Acad Ophthal Otolaryng, 46 :223-230, 1941- 
42; also Amer J] Ophthal, 25 :962-967, 1942. 


DeCoursey, Elbert, and Ash, J. E.: Atlas of 
Ophthalmic Pathology, ed. 3, Washington, 
American Registry of Pathology, 1942. 
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1945 


Rones, Benjamin, and Wilder, Helenor C. : 
Traumatic ocular injuries in soldiers: pre- 
liminary study, Amer J] Ophthal, 28:1112- 
1114, 1945. 


1946 


Kuhlenbeck, Hartwig, and Haymaker 
Webb: Neuroectodermal tumors containing 
neoplastic neuronal elements: ganglioneuro- 
ma, spongioneuroblastoma and glioneuroma, 


Milit Surg, 99:273-292, 1946. 


Wilder, Helenor C.: Comparative ophthal- 
mology. In Mever Wiener: Ophthalmology 
in the War Years, 1940-43, Chicago, Year 
Book Publishers, 1946, vol. I, pp. 82-104. 


Wilder, Helenor C.: Intra-ocular tumors in 
soldiers, World War II, Milit Surg, 99 :459- 
490. 1946. 


1947 


Berens, Conrad; Ash, James E., and Wilder, 
Helenor C.: Pathological versus clinical 
diagnosis of uveitis, Eye Ear Nose Throat, 
26 :637-639, 1947. 


Rones, Benjamin, and Wilder, Helenor C.: 
Nonperforating ocular injuries in_ soldiers, 
Trans Amer Acad Ophthal Otolaryng, 51: 
278-294 (March-April) 1947; also Amer J 
Ophthal, 30:1143-1160, 1947. 


Wilder, Helenor C.: Pathology of the eve 
in atomic bomb casualties, Amer J] Path, 
23 :890, 1947. 


1948 


Ash, J]. E.: The organs of special senses. 
In W. A. D. Anderson: Pathology, ed. 1, 
St. Louis, C. V. Mosby, 1948, chap. 25, 
pp. 751-782. 


Ash, J. E.: Tumor seminar II, Texas ] 


Med. 44:492-500 and 603-620, 1948. 


Ballou, Evelyn F.: Dry celloidin technique 
as adapted to the preparation of eye tissue, 


Amer | Med Techn, 14:202-206, 1948. 


Wilder, Helenor C.: Comparative ophthal- 
mology. In Meyer Wiener: Ophthalmology 
in the War Years, 1944-46, Chicago, Year 
Book Publishers, 1948, vol. II, pp. 88-94. 


Wilder, Helenor C.: Intraocular foreign 
bodies in soldiers, Amer J Ophthal, 31 :57- 
64, 1948. 


Wilder, Helenor C.: Relationship of pig- 
ment cell clusters in the iris to malignant 
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melanoma in the uveal tract, Spee Publica- 
tion, New York Acad Sci, 6:137-143, 1948. 


1949 


Ambrogi, Lawrence P., and Wilder, Helenor 
C.: Pathologic technic. In Conrad Berens: 
The Eye and its Diseases, ed. 2, Philadel. 
phia, W. B. Saunders, 1949, pt. XIV, pp 
1025-1033. 


Forrest, Arnold W.: Intraorbital tumors. 
Arch Ophthal, 41 :198-232, 1949. 


Fralick, F. Bruce, and Wilder, Helenor C.: 
Intraocular diktyoma and_— glioneuroma, 
Trans Amer Ophthal Soc, 47 :317-324, 1949. 


Stow, M. Noel: Hyperplasia of the pigment 
epithelium of the retina simulating a neo- 
plasm, Trans Amer Acad Ophthal Oto- 
laryng, 53:674-677 (July-Aug.) 1949. 


1950 


Ash, J. E.: Epibulbar tumors, Amer |] 
Ophthal, 33:1203-1219 (Aug.) 1950. 


Cogan, David G.: Pathology. In Sym- 
posium: Primary chorioretinal aberrations 
with night blindness, Trans Amer Acad 
Ophthal Otolaryng, 54 :629-661 (July-Aug.) 
1950. 


Greear, James N., Jr.: Metastatic § car- 
cinoma of the eye, Amer J] Ophthal, 33: 
1015-1025 (July) 1950. 


Wilder, Helenor C.: Nematode endoph- 
thalmitis, Trans Amer Acad Ophthal 
Otolaryng, 54:99-109 (Nov.-Dec.) 1950. 


195] 


Dixon, Joseph M., and Paul, Eleanor V.: 
Separation of the pars ciliaris retinae in 
retrolental fibroplasia, Amer |] Ophthal, 34: 
182-190 (May, pt II) 1951. 


Wilder, Helenor C., and Maynard, Russell 


M.: Ocular changes produced by total body 


irradiation, Amer J Path, 27:1-20, 1951. 


Wilder, Helenor C., and Paul, Eleanor V.: 
Malignant melanoma of the choroid and 


ciliary body: a study of 2,535 cases, Milit 


Surg, 109 :370-378, 1951. 


1952 


Friedenwald, Jonas S. et al.: Ophthalmic 
Pathology: An Atlas and Textbook, ed. 1, 
Philadelphia, W. B. Saunders, 1952. 


Wilder, Helenor C.: Toxoplasma chorio- 
retinitis in adults: a preliminary study of 


| 

- 

ny 
: 
bite 

a8 

‘ 

Pier 

ve 
1, 


JAN.-FES REGISTRY OF OPHTHALMIC PATHOLOGY 107 


1961 


forty-one cases diagnosed by microscopic 
examination, AMA Arch Ophthal, 47 :425 
(April) 1952. 


Wilder, Helenor C.: Toxoplasma chorio- 
retinitis in adults, AMA Arch Ophthal, 48: 
127-136 (Aug.) 1952. 


1953 
Ash, J. E.: The organs of special senses. 
In William A. D. Anderson, Pathology, ed 
2, St. Louis, C. V. Mosby, 1953, chap. 24, 
pp. 698-732. 


Sevier, Aileen: Staining celloidin eye sec- 
tions on slides, Amer J] Med Techn, 19: 
119-121, 1953. 


Wilcox, Marion A.: A method for embed- 
ding the lens of the eve in plastic, Amer ] 
Clin Path, 23:203-204, 1953. 


Wilder, Helenor C.: Toxoplasma-like pro- 
tozoa in chorioretinitis in adults, Amer J 
Trop Med, 2:417-419, 1953. 


1954 
DeBuen, S.; Zimmerman, L. E., and Foers- 
ter, H. C.: Patologia ocular en la cripto- 
cocosis [Ocular pathology cryptococ- 
cosis|, Rev Inst Salubr Enferm Trop, 14: 
163-178, 1954. 


Jacobs, Leon; Cook, M. Katherine, and 
Wilder, Helenor C.: Serologic data on 
adults with histologically diagnosed toxo- 
plasmic chorioretinitis, Trans Amer Acad 
Ophthal Otolaryng, 58:193-200 (March- 
April) 1954. 


Jacobs, Leon; Fair, Tohn R., and Bickerton, 
John H.: Adult ocular toxoplasmosis, AMA 
Arch Ophthal, 52:63-71 (July) 1954. 


Rones, Benjamin, and Linger, Harry T.: 
Early malignant melanoma of the choroid, 


Amer | Ophthal, 38:163-170 ( Aug.) 1954. 


fs 1955 

Flocks, Milton; Gerende, Jean H., and 
Zimmerman, Lorenz E.: The size and shape 
of malignant melanomas of the choroid and 
ciliary body in relation to prognosis and 
histologic characteristics, Trans Amer Acad 
Ophthal Otolaryvng, 59 :740-758 (Nov.-Dec.) 


1955. 


Flocks, Milton; Littwin, C. Stuart, and 
Zimmerman, Lorenz E.: Phacolytic glau- 
coma; a clinicopathologic study of 138 cases 
of glaucoma associated with hypermature 
cataract, AMA Arch Ophthal, 54:37-45 
(Tulv) 1955. 


Frayer, William C.: Elevated lesions of the 
macular area: a_ histopathologic study 
emphasizing lesions similar to disciform de- 
generation of the macula, AMA Arch 
Ophthal, 53:82-92 (Jan.) 1955. 


Reese, Algernon B.: Persistent hyperplastic 
primary vitreous (the Jackson Memorial 


Lecture), Trans Amer Acad Ophthal Oto- 
laryng, 59:271-286 (May-June) 1955. 


Winter, Frank C.: Sympathetic uveitis: a 
clinical and pathologic study of the visual 
result, Amer J Ophthal, 39:340-347 
(March) 1955. 


1956 
Cordes, Frederick C.: Failure in congenital 
cataract surgery: a study of fifty-six enu- 
cleated eyes (the Jackson Memorial Lec- 
ture), Trans Amer Acad Ophthal Oto- 
laryng, 60:345-367 (May-June) 1956. 


DeBuen, S.; Zimmerman, L. E., and Foers- 
ter, H. C.: Granulomatous inflammations 
within the eye, Actas Quinto Congreso Pan- 
americano Oftalmologica, 2:225-247, 1956. 
DeBuen, S.; Zimmerman, L. E., and Foers- 
ter, H. C.: Inflamaciones oculares granulo- 
matosas consecutivas: a infecciones endo- 
genas |Granulomatou* inflammations of the 
eye due to infections], Sob Rev An Soc Mex 
Oftal, 29 :39-69,1956. 


Straatsma, Bradley R.: Meibomian gland 
tumors, AMA Arch Ophthal, 56:71-93 
(July) 1956. 


Zimmerman, Lorenz E.: Histology and gen- 
eral pathology of the optic nerve. In Sym- 
posium: Diseases of the Optic Nerve, Trans 
Amer Acad Ophthal Otolaryng, 60:14-30, 
(Jan.-Feb.) 1956. 


Zimmerman, Lorenz: Pathology of the de- 
mvyelinating diseases. In Symposium: Dis- 
eases of the Optic Nerve, Trans Amer Acad 
Ophthal Otolaryng, 60:46-58 (Jan.-Feb.) 
1956. 


Zimmerman, Lorenz E.: Pathology of dif- 
fuse collagen diseases; current concepts, 
AMA Arch Ophthal, 56:548-556 (Oct.) 
1956. 


Zimmerman, Lorenz E., and Moss, L. Con- 
nor: Clinical pathologic conference, Amer 


J Ophthal, 42 :97-104 (July) 1956. 


Zimmerman, Lorenz E., and Simpson, G. 
Victor: Clinical pathologic conference. 


Amer J] Ophthal, 42:284-287 (Aug.) 1956. 


Zimmerman, Lorenz E. and Walsh, Frank 
B.: Clinical pathologic conference, Amer ] 


Ophthal, 42 :737-747 (Nov.) 1956. 
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1957 


Rones, Benjamin, and Zimmerman, Lorenz 
E.: The production of heterochromia and 
glaucoma by diffuse malignant melanoma of 
the iris, Trans Amer Acad Ophthal Oto- 
laryng, 61 :447-463 (July-Aug.) 1957. 


Zimmerman, Lorenz E.: Demonstration of 
hyaluronidase-sensitive acid mucopolysac- 
charide: in trabecula and iris in routine 
parathn sections of adult human eyes; a 
preliminary report, Amer J Ophthal, 44:1-4 
(July) 1957. 


Zimmerman, Lorenz E., and Adler, Francis 
H.: Clinical pathologic conference, Amer 
J] Ophthal, 43 :223-231 (Feb.) 1957. 


Zimmerman, Lorenz E., and Ingalls, Ray- 
mond: Clinical pathologic conference, Amer 
J Ophthal, 43:417-426 (March) 1957. 


Zimmerman, Lorenz E., and Rogers, Joseph 
B.: Idiopathic thrombophlebitis of orbital 
veins simulating primary tumor of the or- 
bit, Trans Amer Acad Ophthal Otolaryng, 
61 :609-613 (Sept.-Oct.) 1957. 


1958 


Blodi, Frederick C.: The late effects of 
x-radiation on the cornea, Trans Amer 
Ophthal Soc, 56:413-450, 1958. 


Curtin, Brian J., and Teng, C. C.: Scleral 
changes in pathological myopia, Trans 
Amer Acad Ophthal Otolaryng, 62 :777-790 
(Nov.-Dec.) 1958. 


Dunphy, Edwin B., et al.: Symposium: The 
diagnosis and management of intraocular 
melanomas, Trans Amer Acad Ophthal 
Otolaryng, 62:517-555 (July-Aug.) 1958. 


Flocks, Milton: The pathology of the 
trabecular meshwork in primary open angle 
glaucoma, Trans Amer Acad Ophthal 
Otolaryng, 62:556-577 (July-Aug.) 1958. 


Haggerty, Thomas E., and Zimmerman, 
Lorenz E.: Mycotic keratitis, Southern Med 
J, 51:153-159, 1958. 


Lewis, Philip Meriwether, and Zimmerman, 
Lorenz E.: Delayed recurrences of malig- 
nant melanomas of the bulbar conjunctiva, 


Amer J Ophthal, 45:536-543 (April) 1958. 


Makley, Torrence A., Jr., and Teed, Roy 
W.: Unsuspected intraocular malignant 
melanomas, AMA Arch Ophthal, 60:475- 
478 (Sept.) 1958. 


Reese, Algernon B., and Straatsma, Brad- 
ley R.: Retinal dysplasia, Amer J Ophthal, 
45 :199-211 (April, pt. IIT), 1958. 
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Rones, Benjamin, and Zimmerman, Lorenz 
E.: The prognosis of primary tumors of 
the iris treated by iridectomy, AMA Arch 
Ophthal, 60:193-205 (Aug.) 1958. 


Saunders, L. Z., and Barron, C. N.: Pri- 
mary pigmented intraocular tumors in ani- 
mals, Cancer Res, 18 :234-245, 1958. 


Zimmerman, Lorenz E.: Applications of 
histochemical methods for the demonstra- 
tion of acid mucopolysaccharides to oph- 
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OBLITERATION OF THE CAVITY AND RECONSTRUCTION OF 
THE AUDITORY CANAL IN TEMPORAL BONE SURGERY 
FREDERICK R. GuILrorD, M.D. 

HOUSTON, TEXAS 


AFTER fenestration, mastoidectomy, 
and certain tympanoplasty procedures, 
the mastoid cavity often becomes a 
problem both to the patient and to the 
physician. Long periods of postopera- 
tive care are required, since incomplete 
healing with intermittent or continuous 
suppuration, and the necessity for re- 
peated cleansing of epithelial debris 
from the cavity are not unusual occur- 
rences. For several decades otologists 
have attempted to find successful ways 
to eliminate this cavity after such opera- 
tions. Although good control of the fen- 
estration cavity has been achieved by 
placement of diced cartilage chips in the 
system of the periantral cells, efforts to 
obliterate the postoperative mastoidec- 
tomy cavity have been less rewarding.*** 
The use of living despeciated calf bone 
paste was unsuccessful, because the 
bone was partially absorbed before it 
could become wholly organized into the 
fibrous mass in the cavity. 


As early as 1932, Kisch used a tem- 
poral muscle flap in an attempt to ob- 
literate the mastoid cavity and retain an 
external auditory canal... Rambo has 
used a similar fap of temporal muscle in 
special circumstances to obliterate the 


From the Department of Otolaryngology, Baylor Uni- 
versity, College of Medicine. 


The author wishes to acknowledge with gratitude the 
help of Drs. Curtis Burge, Frank Windrow and R. S. 
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pretation of the preoperative and postoperative roent- 
genograms used in this study. 


Presented at the Sixty-Fifth Annual Session of the 
American Academy of Ophthalmology and Otolaryn- 
gology, Oct. 9-14, 1960, Chicago. 


external auditory canal and the cavity, 
and he has also used the temporal muscle 
technique in conjunction with fenestra- 
tion of the labyrinth to improve hearing 
in patients who have chronic otitis media 
with tympanic perforation.®” To facili- 
tate healing, Beales has used a_post- 
auricular pedicle full-thickness skin flap, 
rotated into the mastoid cavity.' Richtner 
recently reported the use of a  post- 
auricular skin flap to which a portion of 
the postauricular muscle bundle is left 
attached, which he employs as a com- 
bined flap for tympanoplasty and_ for 
partial obliteration of the mastoid cav- 
ity.§ 


The most recent innovation for oblit- 
eration of the mastoid cavity has been 
reported by Schiller and Singer.’ In this 
new technique, called mastoid 
plasty, autogenous cancellous bone strips 
taken from the iliac crest are used to 
reconstruct the exenterated petromas- 
toid and bony walls of the external audi- 
tory canal. When exenteration of the 
mastoid cells not necessary in_ the 
tympanoplasty procedure, Wullstein!! 
avoids formation of a mastoid cavity 
whenever possible by covering the epi- 
tympanic area and aditus with a long 
graft. It is also my practice to avoid cre- 


steo- 


1s 


ation of a cavity when tympanoplasty is 


performed, but often disease processes 
are so extensive that complete exentera- 
tion of the mastoid cells makes forma- 
tion of a large cavity unavoidable. 


A procedure has been devised which 
includes removal of the mastoid tip and 
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use of a muscle flap to obliterate the 
lower portion of this cavity.-*+ By this 
means it is possible successfully to re- 
duce the size of the bowl after operation 
on the pneumatized mastoid. This meth- 
od has been adapted and modified so that 
now the residual cavity can be obliterat- 
ed almost routinely. Secondary or de- 
layed very thin Thiersch grafts are ap- 
plied on the eighth to fourteenth post- 
operative day to ensure rapid healing of 
the external auditory canal. The resul- 
tant external canal is somewhat larger 
in the superior-inferior diameter, since 
the tegmen of the mastoid forms the 
roof of the new canal. The antero- 
posterior diameter may also be slightly 
larger, but it is often within normal 
limits. The desirable end result, of 
course, 1S total obliteration of the cavity 
with an external auditory canal that is 
of nearly normal size. 


IMPORTANCE OF ELIMINATION 
OF THE CAVITY 

After surgical procedures upon the 
temporal bone, the postoperative mas- 
toid cavity is vulnerable to a degree that 
makes its ablation extremely important.'° 
There are many advantages to oblitera- 
tion of the cavity by the method cur- 
rently in use. First, the newly construct- 
ed canal can heal rapidly because of the 
increased vascularity of the muscle 
aponeurosis which forms its posterior 
wall. The squamous epithelial surface 
of the new canal is favorably reduced in 
area in comparison to the lining of the 
small mastoid cavity, and greatly reduced 
in comparison to the larger cavity that 1s 
usually associated with a well pneu- 
matized mastoid bone. There is also a 
decrease in epithelial desquamation and 
in the accumulation of debris. By means 
of the modified procedure it is possible 
to avoid the problems that occur with a 
slowly healing large cavity which some- 
times has a dependent area. Postopera- 


tive suppuration is reduced or absent. 
Immediate control of suppuration and 
prompt healing of the area constitute a 
significant advance in surgery of the 
mastoid. Tympanoplastic reconstructive 
operations are definitely enhanced in 
value by this method of controlled heal- 
ing, and the incidence of dermatitis of 
the graft is sharply reduced. Wullstein"! 
has emphasized the relationship of der- 
matitis of the graft and continued mas- 
toid suppuration. The attention of all 
otologists has been called to the fre- 
quency with which continuous suppura- 
tion and its subsequent deleterious ef- 
fects have been reported. 


INDICATIONS AND CONTRAINDICATIONS 
FOR CAVITY OBLITERATION 


Ablative procedures are in order in 
almost any temporal bone procedure 
which requires total or subtotal removal 
of mastoid cells or bone structures and 
which leaves a bowl or cavity in the 
mastoid process. It is, of course, impera- 
tive that all disease in the cavity be re- 
moved or controlled before the area can 
safely be obliterated. Infected cells or 
cells which are potentially dangerous 
should be removed or exteriorized, and 
any vestiges of squamous epithelium 
must be wholly removed from the site. 

Obliteration procedures are contra- 
indicated in these instances: 


1. When the cavity results re- 
moval of a malignant or potentially 
invasive tumor. 


2. When the patient has intracranial 
complications, including lateral sinus 
thrombosis, secondary to mastoid 
suppuration 


3. When widespread cholesteatoma 
makes doubtful the total removal of 
all squamous epithelium 


4. When removal of infected or pos- 
sibly infected mastoid cells may have 
been incomplete. 
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ANATOMY OF THE POSTAURICULAR FLAP 


The flap is composed of subcutaneous 
tissue, striated muscle fibers, and fibrous 
tissue from the various muscle apo- 
neuroses. The thickness of the flap will 
vary with the individual patient. When 
the muscle flap is thin and the defect 
large, a broader and longer strip may be 
cut and then folded in order to increase 
its volume. Postauricular muscle flaps 
with superior pedicle or inferior pedicle 
are used, depending upon the cellular 
composition of the mastoid. 


The structures involved in the inferior 
pedicle flap are the sternocleidomastoid, 
splenius capitis, and longissimus capitis 
muscles, which insert into the lateral 
aspect of the mastoid tip, the auricularis 
posterior (a small, vestigial muscle which 
is of little significance in the flap and 
which arises from the mastoid and in- 
serts into the posterior portion of the 
pinna), the lower border of the temporal 
muscle, and, occasionally, the anterior 
part of the occipitalis muscle. The supe- 
rior pedicle flap may be made of all of 
the structures named except the tem- 
poralis muscle. Whichever type is to be 
employed, a smaller flap from the lower 
border of the temporal muscle may be 
used as an adjunct, to round out the 
posterior-superior portion of the recon- 
struction of the external auditory canal. 


The main blood supply for the infe- 
rior pedicle flap comes from the occipital 
artery. The sternocleidomastoid branch 
ot the thyroid artery aids in the blood 
supply of the sternocleidomastoid mus- 
cle. The superior pedicle flap receives its 
blood through collateral circulation with 
the blood supply of the temporal mus- 
cle —the deep temporal branches of 
the internal maxillary artery and the 
middle temporal artery, as well as from 
the occipital muscle, which 1s, in turn, 
supplied from the occipital branch of 
the postauricular artery. 
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TECHNIQUE 


After a radical mastoidectomy has 
been done, the problem of the operative 
cavity is eliminated by the use of a soft 
tissue flap. Combined endaural and post- 
auricular incisions are employed for ade- 
quate exposure of the cavity, and soft 
tissue for development of the flap. The 
postauricular incision is made in the 
postauricular sulcus and extends from 
the upper attachment of the pinna down 
to the mastoid tip. Thus, the perichon- 
drium on the posterior surface of the 
pinna is followed by means of sharp dis- 
section into the mastoid cavity previously 
formed through the endaural incision. 
By making the incision in this fashion, 
the anterior edge of the postauricular 
muscle bundle is not divided and remains 
intact (whereas in the usual postauric- 
ular incision the anterior portion of the 
bundle is cut, and this portion is there- 
fore not available for incorporation into 
the muscle flap). 


In mastoid processes that have cellu- 
lar tips, the tip is removed. In sclerotic 
mastoids with acellular tips, removal of 
the tip is unnecessary. In either instance, 
the soft tissue to be used is made up of 
the postauricular muscle bundle. The 
technique for formation of the obliterat- 
ing flap differs according to the type of 
mastoid under operation. In the sclerotic 
mastoid with solid tip, the pedicle is 
formed superiorly, while in the well 
pneumatized mastoid from which the tip 
is to be removed, the pedicle of the flap 
remains inferior. 


Postauricular Muscle Flap 
with Superior Pedicle 


To obliterate the cavity which is asso- 
ciated with an acellular mastoid tip, the 
base of the pedicle is located at the junc- 
tion of the posterior part of the tem- 
poralis muscle with the postauricular 
muscle bundle. The skin is first under- 
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mined by sharp dissection. The muscle 
Hap is then formed by an incision which 
extends posteriorly in a moderate curve 
from the anterior border of the post- 
auricular muscle bundle at the level of 
the mastoid tip for an appropriate dis- 
tance. The incision is extended superior- 
ly, parallel to the anterior border of the 
muscle bundle, up to the level of the 


FIG. 1-—-Postauricular muscle flap with superior 
pedicle. 


lower edge of the temporalis muscle. At 
the base of the pedicle, the incision 
curves slightly anteriorly in order to fa- 
cilitate mobilization of the flap and to 
avoid tension in the posterior part of 
the mobilized flap. The incision thus 
made is a partial ellipse, with the curved 
end portion made inferiorly. The under- 
surface of the flap is separated by sharp 
dissection from the underlying perios- 
teum (fig. 1). 


The superior pedicle flap is then tai- 
lored to fit the cavity. By downward, 
forward, and medial displacement it is 
fitted into the bowl; at the lower border 
of the cavity, the muscle flap is bent. 


FIG. 2-—-View of superior pedicle muscle flap 
place as seen through endaural incision. Note that 


the muscle flap does not extend onto the facial ridge. 


The tip of the flap, then, turns medially 
to the tegmen over the posterior portion 
of the lateral semicircular canal. If an 
angular defect remains at the juxta- 
position of flap and tegmen, a small flap 
may be cut from the lower border ot 
the temporal muscle with the pedicle lo- 
cated posteriorly. This flap is then laid 
in place to round out the defect. 


The superior pedicle flap should not 
be allowed to encroach on the space of 
the external auditory canal by extension 
anterior to the facial ridge. It should be 
of sufficient width and length to fill the 
cavity, with the tip of the flap against 
the tegmen in order to avoid formation 
of dead space (fig. 2). 


After the muscle flap is fitted into the 
cavity, a skin flap, which is usually 
formed from the skin of the external 
auditory canal, with the pedicle on the 
facial ridge, is laid upon the muscle, 
which now forms the posterior canal 
wall. A fairly loose pack is placed in 
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the canal, which is completely lined with 
rayon strips. To assure proper confor- 
mation, cotton balls and diced synthetic 
photographers’ sponge, impregnated with 
antibiotics, are used. Both endaural and 
postauricular incisions are then closed 
in the customary manner with interrupt- 
ed nylon sutures. On closure of the post- 
auricular incision, the overlying soft tis- 
sue of the pinna falls onto the post- 
auricular muscle flap, and the mastoid 
cavity is obliterated. When the superior 
pedicle flap is used, a soft rubber drain 
is placed through the lower end of the 
incision and is left in place for three to 
four days. 


Postauricular Muscle Flap 
with Inferior Pedicle 


After removal of the mastoid tip, the 
skin of the posterior side of the post- 
auricular incision is widely undermined 
by sharp dissection. Another area, su- 
perior to the end of the incision, is also 
undermined over the posterior end of 
the temporal muscle. With the skin ade- 
quately retracted, a flap of suitable size 
is dissected by incising from the junc- 
tion of the temporal muscle and the 
postauricular muscle bundle upward to 
include a moderate amount of temporal 
muscle. The incision is continued pos- 
teriorly in a moderate curve and then 
downward in a line parallel to the ante- 
rior edge of the aponeurosis. As the in- 
cision approaches the mastoid tip loca- 
tion, the curve is slightly anterior, so that 
the flap (which will be of varying de- 
grees of thickness) may have sufficient 
mobility for forward displacement. The 
incision, then, is a partial ellipse, with 
the curved end-section made superiorly. 
The flap is then dissected free from the 
periosteum on its undersurface (fig. 3). 
Appreciable bleeding may occur from 
branches of the occipital vessels, as well 
as from the communicating vein of the 
mastoid process. Hemorrhage is con- 
trolled by cauterization of the sectioned 
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FIG. 3 
pedicle. 


muscle inferior 


Postauricular 


flap with 


vessels. The flap should be cut so that 
it will intentionally be too wide and too 
long for the cavity. Careful tailoring 
will then allow for a precise obliteration 
of the cavity with maintenance of space 
for the external auditory canal. To in- 
crease thickness, a thin muscle flap which 
is too wide may be folded onto itself or 
doubled, front to back, at the tip. When 
placed in the cavity, the flap should not 
bulge forward anterior to the edge of 
the facial ridge, and should extend up 
to the tegmen at the posterior end of the 
lateral semicircular canal. In this man- 
ner, a properly fashioned flap will usual- 
ly completely fill the bony defect 1n the 
mastoid cavity, except for the area of 
the epitympanic recess. 


FATE OF THE POSTAURICULAR 
MUSCLE FLAP 


The muscle bundle is originally made 
up of striated muscle fibers and the fi- 
brous layers of the different muscle 
aponeuroses. Biopsy of the muscle flap 
on the tenth postoperative day has shown 


* 
. 
. 
. 
3 
2 
; A 
i 4 
F 
bs 
3 
4 
. 
ha 
be 
‘ 
: 
‘ 
j 
: 
ty 
: 


RECONSTRUCTION OF AUDITORY CANAL 119 


FIG. 4 Photomicrograph of fibrous tissue which replaced muscle flap. 


varying stages of degeneration 1n these 
fibers, as well as early invasion of fibro- 
blasts and round cell infiltration which 
are consistent with tissue healing and 
repair. Some of the blood vessels were 
partially obliterated, but others remained 
and contained apparently normal red 
blood cells. When tissue was taken for 
biopsy, the trimmed surface bled. This 
bleeding was a further indication that 
circulation had been maintained in the 
musele flap. In one patient, a deep bi- 
opsv specimen of the obliteration flap 
was obtained after a period of six 
months had elapsed, and complete tibro- 
sis of the muscle flap had occurred 
(fig. 4). 


Transformation of the muscle flap 
into a firm fibrous mass of tissue that 
hills the cavity 1s the anticipated and de- 


sired result. Occasionally, slight contrac- 
ture in the fibrous mass causes some 
widening of the external auditory canal 
in the anteroposterior diameter. 


ADAPTABILITY OF THE TECHNIQUE 
Mastoidectomy Cavities 


Cavities after modified radical and 
radical mastoid operations may be ob- 
literated by the use of superior or in- 
ferior pedicle muscle flaps, depending on 
the necessity for removal of the mastoid 
tip. In some cases a radical operation 
may constitute the first stage of an ad- 
vanced tympanoplasty procedure. The 
mastoid cavity 1s obliterated and the ex- 
ternal auditory canal is usually grafted 
secondarily in order to expedite healing. 
With control of suppuration, the tym- 
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panoplasty can be performed later as a 
second stage operation. 


Cavities unhealed after some surgical 
procedure and in which suppuration con- 
tinues may be revised and obliterated 
with this technique. 


Tympanoplasty and Obliteration of the 
Cavity as a One-Stage Operation 


After formation of the mastoid cavity 
and preparation of the middle ear for 
tympanoplasty, an appropriate graft is 
applied to the tympanum. It should be as 
small as possible, so that it will not ex- 
tend over the facial ridge or the poste- 
rior part of the lateral semicircular ca- 
nal. The tympanoplasty graft is pacixed 
in place, and an involuted rayon and 
cotton pack is placed on top of the first 
layer of tympanoplasty pack. The rayon 
and cotton pack is made by folding mul- 
tiple rayon strips, petal-fashion, around 
cotton balls. This method of packing 
holds the graft securely in place, but the 
pack does not extend into the mastoid 
cavity. The postauricular muscle flap is 
then cut and tailored to obliterate the 
mastoid cavity. 


Fenestration Cavity Revision 


Application of the technique has been 
limited to revision of the suppurating 
cavity in connection with fenestration of 
the labyrinth, and has not been used in 
a one-stage operation including fenes- 
tration and obliteration of the cavity. An 
endaural incision is made, and the lining 
of the suppurating fenestration cavity is 
removed by incising through the fenes- 
tration flap at right angles to the fenes- 
tra, 3 mm. posterior to the bulge of the 
lateral semicircular canal. This incision 
extends superiorly through normal skin 
along the tegmen to the posterior part 
of the external auditory meatus. An- 
other incision extends through healthy 
skin from the first incision along the 
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facial ridge to the meatus. If the skin 
posterior to the facial ridge is healthy, 
the incision may pass behind the facial 
ridge and parallel to it, in order that a 
skin flap with the pedicle on the facial 
ridge may be formed. After obliteration 
of the cavity this skin flap extends up 
onto the new posterior wall of the ca- 
nal. If the skin is ulcerated on the teg- 
men above the external auditory canal, 
or on the facial ridge, or on the anterior 
wall of the canal, the diseased skin is ex- 
cised from the area. A postauricular in- 
cision is then made. The mastoid cells 
and, if necessary, the mastoid tip are 
removed. The postauricular muscle flap 
is formed, trimmed, and placed in the 
cavity. Care should be taken that the tip 
of the flap does not override the fenes- 
tration flap in any part. The usual pre- 
cautions are taken to prevent overlap- 
ping of the flap onto the facial ridge. A 
pack is then placed in the canal, and the 
incisions are closed. 


Revision of Postauricular Fistulas 


The fistula can be excised while the 
postauricular incision is being made. The 
postauricular muscle flap is cut, trimmed 
to size, and placed in the mastoid cavity. 
The area of the previous fistula then 
overlies the postauricular muscle flap. 
The postauricular incision is closed. 


POSTOPERATIVE CARE 


The external auditory canal packs are 
removed on the fourth to seventh post- 
operative day. At the time of removal, if 
any portion of the muscle flap bulges 
over the facial ridge into the canal space, 
the excess tissue is trimmed with scis- 
sors. Appropriate antibiotics are admin- 
istered systemically for six days. After 
removal of the canal packs, antibiotic 
drops are used locally in the canal until 
the day the skin grafts are applied. The 
antibiotic of choice is determined by 
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FIG. 5—(A) Roentgenogram following Dionosil study of normal right external auditory canal. (B) Roentgen- 
ogram tollowing Dionosil study of postoperative left external auditory canal following Type IV tympanoplasty 
and obliteration of mastoid cavity (one-stage operation). (MMH) 


preoperative culture and sensitivity tests. 
My customary practice is to apply thin 
split-thickness graft strips to the de- 
nuded areas of the canal on the eighth 
to fourteenth postoperative day. This is 
done according to the secondary skin- 
grafting technique previously described,° 
and it ensures prompt and complete heal- 
ing of the canal and the epitympanic 
area. This step is, however, optional. 


RESULTS 


The postauricular muscle flap opera- 
tion has been used to obliterate the mas- 
toid cavity and to reconstruct the exter- 
nal auditory canal in 39 patients. In sev- 
en of these patients, large suppurating 
fenestration cavities have been revised 
and obliterated. All of the cavities are 
healed and the canals are of moderate 
size. After fenestration, the medial 
aspect of the canal is somewhat larger, 
since space must be adequate for ex- 
teriorization of the fenestra in the poste- 
rior epitympanic area. In the normal 


adult, the volume of the external audi- 
tory canal, when measured from _ the 
tympanic membrane to the level of the 
meatus at the rim of the concha, varies 
from 1 to 1.2 cc. In the seven fenestra- 
tion canals the volume varied from 2.1 
to 2.8 cc. Thirty-two mastoid and mas- 
toid-tympanoplasty cavities have been 
obliterated. All the cavities are healed 
with small to moderate-size canals. The 
canals vary in volume from 1.2 to 2 ce. 
The time since operation varies from 
two months to one and one half years 
(fig. 5). 


All canals were secondarily grafted 
on the eighth to fourteenth postopera- 
tive days with very thin split-thickness 
skin grafts. There have been no post- 
operative complications. The cosmetic 
effects are considered to be good, since 
the postauricular muscle flap filled the 
defect that is commonly associated with 
postauricular mastoidectomy. The aver- 
age healing time was three weeks. 
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SUMMARY 


Problems are known to arise during 
the postoperative healing of the mastoid 
cavity. A method for obliteration of the 
cavity with a soft tissue flap and of re- 
construction of the external auditory 
canal has been described. This significant 
advance in mastoid surgery was men- 
tioned as a possibility in 1954.3 Contra- 
indications for the procedure can now 
be enumerated. Details of the technique 
and suggestions as to its adaptability 
have been included, as well as the results 
of application of the method in thirty- 
nine patients. 
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CARTILAGE KNIFE 


For Removal of Longitudinal Cartilage Wedges 


RICHARD 


FARRIOR, M.D. 


TAMPA, FLORIDA 


[IN the method of otoplasty for pro- 
truding ears,'- the removal of longt- 
tudinal cartilage wedges or grooves 1s 
utilized. These strips of cartilage are 
removed from the entire antihelix proper 
and the superior crus, and do not extend 
through the thickness of the cartilage 
(fig. 1). This removal has been accom- 
plished satisfactorily in my hands with 
the no. 15 Bard-Parker knife, but this 
requires practice. A special knife for re- 
moval of longitudinal cartilage has been 
developed at the urging of resident phys- 
icians and others who have been inter- 
ested in using this method (fig. 2).* 


The cutting surface at the triangular 
tip of the knife is on the edge proximal 
to the handle. The continuous cartilage 
wedges or troughs are produced by a 
pulling motion, using multiple short 
strokes and with the handle held in a 
near horizontal position. No attempt is 
made to remove the strip of cartilage in 
one piece. Better results are obtained by 


Fits. 2--( Top) The Bard-Parker no. 15 blade may be 
utilized for removal of the wedges, but the method 
is simplifed by using the triangular-shaped knife be- 
ing presented. The knife may also be used in nasal 
septal surgery. (Center) This illustrates the knife in 
relatien to the ear and shows the near horizontal! 
position in which the knife is held. (Bottom) The 
cutting surface is on the edge proximal to the handle. 
The strips are removed in a pulling motion utilizing 
short strokes of equal depth. 


“The author would like to express his appreciation 
and thanks to Mr. Eric A. Storz for his help and 
ability in transposing the ideas for this knife into 
an effective surgical instrument. The knife may be 
purchased from the Storz Instrument Company. 


Presented as a New Instrument at the Sixty-Fifth 
Annual Session of the American Academy of Oph 
thalmology and Otolaryngology, Oct. 9-14, 1960, 
Chicave 


using short strokes of equal depth, re- 
moving only a short strip of cartilage 
with any one stroke. All soft tissue is 
removed from the fossa antihelices on 
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EMINENTIA 
TRIANGULARIS 


EMINENTIA | 
SCAPHAE | 


FOSSA 
ANTHELICIS 


SULCUS 
ANTHELICIS 
TRANSVERSUS 


FIG. 1—(Top) The knife being presented was developed for removal of longitudinal cartilage wedges 
from the posterior surface of the auricle over the antihelix. Incisions through the thickness of the 
cartilage are made only about the concha and along the scaphoid fossa to the level of the junction of 
the crura. There are no incisions through the thickness of the cartilage about the entire superior 
crus and at the anterior margin of the junction of the crura. (Lower Left) Outline of wedges 
removed from the posterior aspect of the superior crus to produce a gradual convexity blending 


with the scaphoid and triangular fossae. (Lower Right) Longitudinal cartilage wedges are extended 
into the antihelix proper to produce an acute convexity on the anterior surface in this area 
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FIG. 3—-Emphasis is placed on normal contour in the corrected ear as seen from the side without visible 
incisions on the convexity of the antihelix proper, across the area of the junction of the crura, or about the 
entire superior crus. (Left) Preoperative. (Right) Postoperative. 


the posterior surface of the auricular 
cartilage. Care should be taken in initiat- 
ing the removal of the wedge, but once 
the incision is started, it is readily con- 
tinued the full length of the antihelix. 


The apex of the knife tip is either 
pointed or slightly rounded. The pointed 
knife is utilzed for removing narrow 
deep strips of cartilage. Care must be 
taken not to extend through the pert- 
chondrium on the anterior surface. The 
slightly rounded apex is less likely to 
extend through the cartilage, and should 
an incision be visible on the anterior sur- 
face, it is less pronounced when a round- 
ed trough has been produced from the 
posterior surface. Once the surgeon is 
familiar with the use of the knife, no 
incision should be visible from the ante- 
rior surface over the convexity of the 
antihelix; this is one of the chief ad- 
vantages of this method of otoplasty. 
The cartilage spring is broken, yet the 


normal thickness and resilience of the 
cartilage 1s preserved by the intervening 
strips of full thickness cartilage. In ad- 
vocating this technique of otoplasty, it 1s 
not my intention to expect the surgeon 
to buy a special instrument, for this is 
not necessary ; but those who have used 
this knife have been pleased with the re- 
sults (fig. 3). 


It is suggested that the knife may also 
be utilized to produce the desired an- 
gulation of the cartilage in nasal septal 
surgery or for the bending of small car- 
tilage implants. 
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NEW AUDIOMETER—HEARING AID: 
THE SOUND PRESSURE EQUALIZER 


E. G. BARNET, M.D. 
PHOENIX, ARIZONA 


WitH the tremendous electronic im- 
provements in audio sound systems, it 
was only natural that many of these 
ideas could be combined, refined and 
utilized in a unit that could be used as 
both an audiometer and a hearing aid. If 
one listens to a small radio of an older 
type and then to a modern instrument 
of quality, one is amazed at how the 
hum, the background noise and all sound 
distortion can be completely eliminated. 
These characteristics are combined in 
what is called the “Sound Pressure 


Equalizer.”* The instrument is so con- 
structed that the pressure on both drums 
can be equalized. The electrical input 


and the hearing loss can be measured on 
meters either separately or simultane- 
ously. 


PROCEDLU RE 


The earphones are placed over the 
patient's ears. The microphone is 
strapped around the doctor's neck, leav- 
ing both his hands free and also enabling 
him to move about. The switch is turned 
to On position, and the master volume 
control is turned to Full. The right side 
volume control is turned to obtain maxi- 
mum volume and the meter knob 1s then 
turned so that the arrow points to the 
end of the dial. This calibrates the ma- 


Presented as a New Instrument at the Sixty-Fifth 
Annual Session of the American Academy of Oph- 
thalmology and Otolaryngology, Oct. 9-14, 1960, 
Chicago. 


*Sound Pressure Equalizer supplied by Better Living 
Products, Inc., 907 Professional Bldg., Phoenix 4, 
Arizona. 
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chine automatically eliminating the need 
to return it to the factory for recalibra- 
tion, a necessity with all other audiome- 
ters. The same procedure is repeated for 
the left side. 


Right and left volume controls are 
now turned to 0-4 on the dial, with right 
or left side switched off. The green area 
on the dial indicates normal hearing. If 
the patient does not hear the normal 
spoken voice at this level, the volume 
knob is turned up to 4-6 (yellow section 
on dial); this indicates mild hearing 
loss. If hearing is not satisfactory at this 
area on dial, volume is turned over 6, 
which is the red area on the dial: this 
indicates need for a hearing aid, lip 
reading, or both. It is remarkable how 
patients understand the amount of their 
loss on colored dials without a lot of 
questions and answers. Any dial read- 
ing can be recorded and quickly repeat- 
ed at future visits. The instrument is 
not intended to replace higher-priced 
audiometers, when the decibel loss must 
be estimated to the closest possible meas- 
urement for compensation cases, etc., 
but it is a tremendous timesaver, usually 
saving all the time used on a regular 
audiometer test less one half minute. 


This multipurpose hearing aid—audi- 
ometer is a new instrument. When used 
on any patient one can obtain the follow- 
ing information: 


A. Used as an Audiometer 


1. Voice reception can be classified as 
good, mild loss, or lip reading, or 
both. Even a preschool child can 
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be screened in less than one min- 
ute. 


Preference for a monaural or a 
binaural hearing aid in any given 
case. 


Prediction of favorable or poor 
result before stapes surgery. 


Hearing is frequently demonstrat- 
ed in so-called dead or deaf ears; 
many times useful hearing is 
shown and utilized on this instru- 
ment. 


Electrical input and decibel loss 
can be measured on either or both 
ears simultaneously on separate 
meters. 
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B. Used as a Hearing Aid 


l. 


Because of the complete lack of 
voice distortion and hum even 
when turned on maximum volume, 
the physician can talk to the deaf- 
est patient without raising his 
voice, temper or blood pressure. 


Extremely deaf patients who will 
not or cannot tolerate regular 
hearing aids at maximum volume 
because of recruitment, distortion 
or pressure on drums, can use this 
instrument as a desk-type hearing 
aid for either business, social or 
family conversation. 
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Sun Memoriam 


Ruskin Gsregory Anderson. ...Spartanburg, South Carolina 


December 30, 1960 


September 24, 1960 


Macks Leonard Bergman.......... Los Angeles, California 


December 18, 1960 


Wilham F. Bommer............... New Orleans. louisiana 


December 27, 1960 


September 2, 1960 


Chevalier Lawrence Jackson... .. Philadelphia, Pennsylvania 


January 13, 1961 


George I. J. Kelly................Merion, Pennsylvania 


October 6, 1960 


.... Glens alls, New York 


September 14, 1960 


October 5, 1960 
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In Memoriam 


November 5, 1960 


October 28, 1960 


Gerald Richard O’Brien............. Brooklyn, New York 
November 29, 1960 


Gerald Ogden Poole............... Wilmington, Delaware 
September 24, 1960 


Henry Edward Schlegel. Oregon City, Oregon 
October 16, 1960 


Harry Raymond Secoy.............. everett, Washington 
December 13, 1960 


Maurice Arthur Sher............... Brooklyn, New York 
September 14, 1960 


William Jewell Smith. lresno, California 
September 12, 1960 


Lansford Monroe Astoria, Oregon 
August 27, 1960 


Oak Park, Michigan 
July 18, 1960 


Ik<dward Henry Thompson............... Cincinnati, Ohio 
October 17, 1960 


Paul Robert Urmston. ..........0...0. Bay City, Michigan 
August 24, 1960 
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CARL HEBER McCASKEY 
1877 - 1960 


Dr. Carl Heber McCaskey, of Indianapolis, died October 8, 1960. He was 83 
years of age. Dr. McCaskey had retired from active practice in December of 1959, 


and he suffered a cerebral hemorrhage in April 1960. 


Dr. McCaskey was born September 1, 1877, on a farm in Grant County, Indiana. 
He attended the Indiana Medical College and was graduated in 1908. This school 
later became associated with Indiana University and became the Indiana University 
School of Medicine. 


Dr. McCaskey served an internship at the Deaconess Hospital in Indianapolis 
and began the general practice of medicine in 1910. He gave up his general practice 
in 1916 to take residency training in Otolaryngology at the New York Post Grad- 
uate Hospital for two and a half years. He returned to Indianapolis and became 
associated with Dr. Green Woolen in the specialty of ear, nose and throat. He 
served on the active staff at the Indianapolis City Hospital and was placed in 
charge of the otolaryngological service of that hospital. He also became associated 
with the Indiana University School of Medicine and was an associate professor 
of Otolaryngology until 1935, when he became chairman of the Department of 
Otolaryngology at the Indiana University Hospital. He served in this capacity for 
seventeen years, retiring from this position in 1952. During his tenure as head of 
this department, the department was greatly expanded and the Indiana University 
Post-Graduate Anatomical Course in Head and Neck, which had been initiated by 
Dr. John Barnhill, was further expanded under Dr. McCaskey’s service. 


Dr. McCaskey served as chairman of the Admissions Board of Indiana Uni- 
versity School of Medicine. He served as President of the Indianapolis Medical 
Society in 1935, President of the Indiana State Medical Association in 1943, Presi- 
dent of the American Academy of Ophthalmology and Otolaryngology in 1947, 
and Vice President of the American College of Surgeons. He was a contributing 
member of the committees of the American Medical Association and the Indian- 


apolis and Indiana Academies of Ophthalmology and Otolaryngology. He also was 
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a member of the Examining Board of the American Board of Otolaryngology, the 
American Otological Society, the American College of Surgeons, World Medical 
Association, the Pan-Pacific Surgical Association, and the Academy International 
of Medicine. He established himself as a teacher and as a leader in his profession, 
both locally and nationally. 


Dr. McCaskey was an ardent golfer and was a member of the Highland Golf 
and Country Club and the Columbia Club. He was also a Thirty-second Degree 
Mason. 


Dr. McCaskey is survived by one daughter, a brother, and two grandchildren. 


J. McQuiston, M.D. 
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REGISTRIES OF PATHOLOGY 


The Registry of Ophthalmic Pathol- 
ogy and the Registry of Otolaryngic 
Pathology at the Armed [orces Insti- 
tute of Pathology are non-governmental 
agencies for the procurement and cata- 
loging of pathologic material in the field 
of the special sense organs. The source 
of material is primarily the military hos- 
pitals and veterans hospitals. In the past 
two decades, since the registries were 
established, it has been possible for non- 
governmental hospitals and civilian prac- 
titioners to have distinguished patholo- 
gists review their case material and re- 
ceive a diagnosis and a specimen section 
at no cost. This service has resulted in a 
vast accumulation of pathologic mate- 
rial studied, catalogued and preserved 
for research and training of pathologists 
in the more intricate phases of sensory 
disorders. 


The registries of pathology at the 
AF IP are given support and are partial 
ly maintained by contributions from 
medical societies. The scope of activities 
conducted by and through the registries 


is limited by lack of funds to employ 
trained technicians, assistants, admin- 
istrators and helpers. The potential of 
the Institute as a research center and 
training institution in pathology exceeds 
that of any other institution in the Unit- 
ed States. While a number of ophthalmic 
pathologists have studied at the Institute 
on scholarships, the number that can be 
enrolled at one time is limited by the 
number of staff teachers, technicians 
and, until recently, space accommoda- 
tions. Scholarships in otolaryngic pathol- 
ogy also are offered by the Academy but 
none have been assigned. Most of the 
students have spent periods of less than 
one year at the Institute. Some have pro- 
duced studies for publication, usually in 
conjunction with a staff director. For 
several years the AFIP has provided 
sets of selected pathological slides for 
study by candidates for Board certifica- 
tion. Other sources of study slides co- 
operate with the Institute and make 
available other study sets, all of which 
are approved by the Boards. 
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While the Registries are non-govern- 
mental in the sense of financial support, 
they are administered through the Na- 
tional Research Council and operated by 
AFIP personnel staff. The Academy 
contributes to the support of the regis- 
tries and also provides scholarships for 
extended study and training. 


In his Jackson Memorial address at 
the annual meeting of the Academy, Dr. 
Lorenz E. Zimmerman, Chief of the De- 
partment of Ophthalmic Pathology at 
the AFIP, proposed expansion of the 
Registries by including living pathology, 
which would establish a center for case 
reports on persons who have diseases 
or disorders of the sensory organs, such 
as malignant lesions, congenital abnor- 
malities, chronic metabolic and infec- 
tious disease and trauma, which will 
serve as source material for pathologic 
research. The Council approved the sug- 
gestion and directed further study of its 
feasibility by the committees on pathol- 
ogy. There is much in favor of expand- 
ing the services of the Registries at the 
AFIP. First there is the wealth of study 
material ; a permanent situation that will 
not be seriously threatened by change of 
staff personnel; the centralization of 
study groups by affiliation with teaching 
institutions that maintain laboratories 
where, through interchange of speci- 
mens, reports, students and teachers, a 
nation-wide pathological service can be 
realized at minimum cost. 


The Academy is cooperating with the 
National Institutes of Health in a num- 
ber of research projects and is now ex- 
ploring the opportunity to provide sim- 
ilar aid in a training program in the 
field of special senses. It is not neces- 
sarily limited to pathology, but so far 
no other category has been seriously con- 
sidered. The opportunity for greater 
support of education in ophthalmology 
and otolaryngology is now at hand. The 
Academy is the logical American insti- 


tution through which unity of support 
from governmental and non-governmen- 
tal sources can be implemented to best 
utilize the educational resources of this 
nation in training teachers in the field 
of sensory diseases. 


W. L. Benepictr, M.D. 


AWARDS FOR ORIGINAL 
INVESTIGATION 
IN OTOLARYNGOLOGY 


ach year the American Academy 
of Ophthalmology and Otolaryngology 
offers awards for outstanding investi- 
gative work performed during residency 
training. These awards are an expres- 
sion of the high value which the Amer- 
ican Academy of Ophthalmology and 
Otolaryngology places on original ef- 
fort as the basis of medical progress. 


The main purpose of the awards is to 
give recognition for outstanding inves- 
tigations performed by young physi- 
cians who have focused their attention 
on Otolaryngology. The Academy also 
hopes that the award program will pro- 
vide an extra stimulus for those who 
have investigative ideas as well as a 
stimulus to department heads to pro- 
vide time and facilities so that their stu- 
dents can pursue these ideas. 


Separate awards will be given for 
clinical and for basic investigations in 
the broad field of Otolaryngology. The 
broad field of Otolaryngology includes 
the ear, nose, throat, nasopharynx, oral 
eavity, larynx, esophagus, tracheobron- 
chial tree and neck. Clinical investiga- 
tion is understood to mean any study in- 
volving human patients which contrib- 
utes information regarding the symp- 
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tomatology, etiology, diagnosis, course, 
complications, therapy, etc., of any oto- 
laryngological disorder. Basic investiga- 
tion includes any study which involves 
histologic, physiologic, audiologic, ex- 
perimental-surgical and other similar 
procedures or lines of investigation. Re- 
search may be both of the clinical and 
basic types, such as a study involving 
both humans and animals, and _ the 
Committee for Research in Otolaryn- 
gology will decide in which category 
such a manuscript is to be considered. 


The competition is open to Doctors 
of Medicine who have completed at 
least one year of internship (not neces- 
sarily in the United States or Canada) 
and who began resident training in Oto- 
laryngology no longer than five years 
past. Residency training must be in an 
approved American or Canadian hospi- 
tal but the contestant need not be an 
American or Canadian citizen. The in- 
vestigative work must have begun dur- 
ing the normal three or four year resi- 
dency program but may be completed 
afterward. The majority of the investi- 
gative work must have been performed 
by the contestant, although he may ac- 
quire needed advice and technical as- 
sistance. The work need not be entirely 
original and may represent a continua- 
tion of research already in progress in 
a laboratory. The author’s name should 
appear on the title page. Co-authors may 
be listed, but the contestant must be the 
first author. When an equal contribu- 
tion to the investigation has been made 
by two or more qualified contestants, a 
letter should accompany the manuscript 
stating this fact. A cash award made for 
an entry having two or more qualified 
authors will be divided equally between 
these authors. 


The Academy wishes to allow the 
contestant complete freedom in the pub- 


lication of the manuscript. Thus, both 
published and unpublished papers will 
receive equal attention so long as they 
are submitted within the time limita- 
tion indicated. Reprints will be accept- 
ed, 1f submitted within one year of pub- 
lication. Manuscripts must be typewrit- 
ten and follow accepted style for jour- 
nal publication. An accompanying let- 
ter should state whether the manuscript 
has been published or has been submitted 
for publication. 


Judgments of merit will be based on 
scientific content as well as the manner 
of presentation. Manuscripts should 
contain a minimum of historical detail, 
review of the literature and statements 
of opinion. 


The manuscripts must be in the hands 
of Dr. Juergen Tonndorf, University 
Hospitals, lowa City, Iowa, not later 
than January 1, 1962, for awards to be 
presented in October 1962. 


Awards will be made at the discretion 
of the Committee on Research and f1- 
nance of the Council of the American 
Academy of Ophthalmology and Oto- 
laryngology and may be withheld if 
there are no manuscripts of merit. Cash 
awards shall not exceed six in number 
and shall not total more than $5000.00 
in any one year. The award may be 
made for either clinical or basic re- 
search. Certificates of Merit may be 
awarded for exceptional manuscripts 
not winning cash awards. Letters in 
support of manuscripts will not be ac- 
cepted by the Committee for Research 
in Otolaryngology. 


G. O. Proup, M.D. 
Chairman 
Committee for Research in 
Otolaryngology 
American Academy of Oph- 
thalmology and 
Otolaryngology 
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LISTING OF AUDIOMETERS 


The following audiometers are recommended for listing by a subcommittee 
of the Committee on Conservation of Hearing, American Academy of Ophthal- 
mology and Otolaryngology: 


PURE TONE AUDIOMETERS 


Beltone Model 10-C eltone Hearing Aid Company 
Model 15-C Audiometer Division 
2900 West 36th Street 
Chicago 32, Illinois 


Maico Model MA-5 Maico Electronics Inc. 
Model H1-B for pure tones only Maico Building 
2i North Third Street 


Minneapolis 1, Minnesota 


Sonotone Model 91 Sonotone Corporation 
Elmsford, New York 
Zenith ZA 200 Zenith Radio Corporation 


6501 West Grand Avenue 
Chicago 35, Illinois 


SPEECH AUDIOMETERS 


Grayson-Stadler Model 162 Grayson-Stadler Co. 
West Concord, Massachusetts 


SCREENING AUDIOMETERS 


Ambco Otometer 600 Ambco Inc. 
1222 W. Washington Blvd. 
Los Angeles 7, California 


Each model number in the list as a rule indicates the most advanced model of 
that series. If less advanced instruments are for sale under similar model numbers, 
it is assumed that they will function as well or better than the more complicated 
model in a series. 


Acceptance for listing means that the audiometer manufacturer has demon- 
strated the ability to produce one instrument that performs according to A.S.A. 
specification. It does not imply that any individual instrument will perform within 
the tolerances. It ts obviously beyond the scope of the Listing Committee or the 
Referee Laboratories to provide production control for audiometer manufacturers 
and their customers; however, listing does indicate that the product of the man- 
ufacturer can come up to 1951 A.S.A. specifications, and it is up to the customer 
to carry on negotiation with the manufacturer if a particular instrument which 
he receives is faulty. 


Abatron D-100 and Ambco Oto-chek 800 were removed from the above list 
at the request of the respective manufacturers. 
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BOOK REVIEWS 


LIGHT COAGULATION. By Gerd Meyer- 
Schwickerath, M.D. Translated by Stephen 
M. Drance, M.B., F.R.C.S. (Eng.). St. 
Louis, C. V. Mosby; 1960. Cloth; 111 pp.; 


55 figures, including 7 in color. 


Light coagulation as practiced by the 
author is rapidly catching on in larger 
eye clinics throughout the world; many 
American hospitals are equipped with 
the Zeiss coagulation, and a few with 
other models. Several American ophthal- 
mologists have traveled to Germany for 
training by Meyer-Schwickerath and his 
staff and are now teaching American 
students. 


Now the author has published in one 
small volume the fundamental facts 
about light coagulation of the retina and 
its application to external eye lesions, 
intraocular tumors and vascular prolif- 
erations. The instrumentation 1s briefly 
but adequately described and the tech- 
nique of application is illustrated by dia- 
grams. 


The use of light coagulation is some- 
what limited in treatment of retinal de- 
tachment, and the author explains its 
limitations as well as its extensive pos- 
sibilities. Its most advantageous use is to 
seal the retina to the choroid in nearly 
normal eyes with macular holes. It serves 
as a preventive measure against detach- 
ment. In extensive retinal detachment its 
use 1s limited to an adjunct to surgery. 


Several case reports are included to 
reveal the author's experience with light 
coagulation in several types of retinal 
diseases, particularly angiomas and oth- 
er vascular disorders. Light coagulation 
for retinal lesions works best when ap- 
plied over areas backed by normal cho- 


roid. The volume is a useful guide for 
use of light coagulation therapy. 


IMPORTANCE OF THE VITREOUS 
BODY IN RETINAL SURGERY WITH 
SPECIAL EMPHASIS ON REOPERA- 
TIONS. Edited by Charles L. Schepens, 
M.D., St. Louis, C. V. Mosby; 1960. Cloth ; 
222 pp.; 130 figures, including 4 in color, 
3 plates in full color. 


The second conference of the Retina 
loundation held May 30 and 31, 1958, 
is here recorded in the form of original 
papers, exhibits and discussions by a 
number of distinguished ophthalmic sur- 
geons from America and abroad. The 
presentation is divided into five parts, 
each opened with a prepared paper fol- 
lowed by free discussion directed by a 
moderator. The subjects include anat- 
omy, physiology, pathology, clinical ob- 
servations, ophthalmoscopy and _bio- 
microscopy. Surgical methods of treat- 
ing detachment of the retina are dis- 
cussed. 


The aim of the Second Conference of 
the Retina l‘oundation was to arrive at 
a better understanding of the problems 
involved when the prognosis for correc- 
tion of retinal detachment is poor. The 
condition of the vitreous has much to do 
with retinal separation and the results of 
operations for reattachment, particularly 
those designed to reduce the volume of 
the intraocular media. The discussions 
included comments by a number of par- 
ticipants in the conference on the indi- 
cations for and the relative value of such 
procedures as vitreous implants, buck- 
lings, resections and diathermies. A com- 
prehensive look at a serious problem, 
which is well documented, illustrated 
and presented in a lucid style. 
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NEWS AND ANNOUNCEMENTS 


AMERICAN COLLEGE OF SURGEONS 


At the Annual Meeting of the Fellows 
of the American College of Surgeons in 
San Francisco, October 13, 1960, Dr. 
Wendell L. Hughes of Hempstead, L. L., 
N. Y., was elected as a member of the 
Board of Governors to represent the 
American Academy of Ophthalmology and 
Otolaryngology for the period 1960 to 
1963. 


AMERICAN BOARD OF 
OTOLARYNGOLOGY 


Dr. Dean M. Lierle, Secretary-Treasurer 
of the American Board of Otolaryngology, 
has announced that the Board will con- 
duct only one examination in 1961. This 
will be October 2 to 5, 1961, in Chicago 
at the Palmer House. 


THE TREACHER COLLINS PRIZE 


ESSAY 
Under the above title, the Council of 
the Ophthalmological Society of the 


United Kingdom has instituted a prize of 
£100, awarded triennially, for the best 
essay submitted upon a subject selected 
by the Council. The prize shall be open 
to qualified medical practitioners of any 
nationality. The essay shall be written 
in English language and may be published 
in the Transactions of the Ophthalmolo- 
gical Society, if the Council so desires. 


The subject for the next award of the 
prize is “Demyelination and the Eye.” 
The closing date for sending essays for 
this award is December 31, 1962. Essays 
should be submitted to the Honorary Sec- 
retary, Ophthalmological Society of the 
United Kingdom, 47 Lincoln’s Inn Fields, 
London, W. C. 2, from whom also any 
further particulars can be obtained. No 
name should be on any essay, but a dis- 
tinguishing pseudonym or _ quotation, 
which should also be upon a sealed en- 
velope containing the candidate’s name 
and address, should accompany the essay. 
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TWO AWARDS FOR PAPERS ON 
OPHTHALMOLOGY AND 
OTOLARYNGOLOGY 


The Pennsylvania Academy of Ophthal- 
mology and Otolaryngology is offering a 
$100 government “E” bond to each of two 
medical students who write winning pa- 
pers on the advantages and disadvantages 
of specialization in eye or ear work. One 
winner will be selected for the paper on 
ophthalmology, and the other for the pa- 
per on otolaryngology. 


Only condition for entering the contest 
is that the student must be an under- 
graduate at one of the six Pennsylvania 
Medical Schools. There is no restriction 
on length of paper, nor is any commitment 
to specialize in these fields required of the 
student. If there is genuine interest in 
such specialization, the Pennsylvania 
Academy will be glad to advise the stu- 
dent further, if requested. 


The winning papers will be selected by 
the Committee on Scientific Work of the 
Academy. Winners will be announced dur- 
ing the annual convention of the Acad- 
emy in Bedford Springs, May 17 to 21, 
1961. 


Papers must be submitted by February 
1, 1961 to Paul C. Craig, M.D., Chairman, 
Committee on Scientific Work, 232 N. 
Fifth Street, Reading, Pa. 


THE GOULD AWARD 


Dr. Janwillem van den Berg of the Uni- 
versity of Groningen in The Netherlands, 
has been selected to be the recipient of 
the 1960 Gould Award by the Interna- 
tional Gould Award Committee. The 
Award was presented to Dr. van den Berg 
in recognition of his contributions to 
laryngeal physiology. 


The Gould Award includes an illumi- 
nated plaque and an honorarium of $350. 
It is presented annually for outstanding 
contributions to basic laryngeal research. 
The candidate is selected by an Inter- 
national Committee, which at present in- 
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NEWS AND ANNOUNCEMENTS XXXIIT 


cludes Professor Cotoji Satta, M.D., 
Tokyo; Professor Dr. Luzius Riuedi, Zu- 
rich; Professeur Georges Portmann, Bor- 
deaux, and Dr. Hans von Leden, Chicago. 


U. 8S. DEPARTMENT OF HEALTH, 
EDUCATION, AND WELFARE 


Dr. Maitland Baldwin, Chief of the 
Surgical Neurology Branch of the Na- 
tional Institute of Neurological Diseases 
and Blindness since 1953, has been ap- 
pointed clinical director of the Institute. 
He succeeds Dr. G. Milton Shy, who re- 
cently was appointed to the newly created 
position of associate director of the In- 
stitute. 


Before coming to the Institute, Dr. 
Baldwin was assistant professor of neu- 
rological surgery at the University of 
Colorado. Previously, he was assistant 
neurosurgeon at the Montreal Neurolo- 
gical Institute, Montreal, Canada, and a 
member of the faculty of medicine at Mc- 
Gill University in that city. He received 
a Master of Science Degree and the Di- 
ploma in Neurological Surgery from Mc- 
Gill and his degree of Doctor of Medicine 
from Queen’s University, Kingston, On- 
tario. 


Doctor Baldwin is author and co-author 
of numerous articles and books on vari- 
ous phases of neurology. As NINDB’s new 
clinical director, he will direct a program 
of investigation in a wide variety of neu- 
rological and sensory disorders. 


SEVENTH INTERNATIONAL 
CONGRESS OF NEUROLOGY 


The Seventh International Congress of 
Neurology will be held in Rome, Septem- 
ber 10 to 15, 1961, under the auspices of 
the World Neurologic Federation and of 
the National Institute for Nervous Dis- 
eases and Blindness of Bethesda. For 
further information, please write Dr. 
James L. O’Leary, Washington University 
School of Medicine, 600 South Kingshigh- 
way, St. Louis 10. 


FIFTH INTERNATIONAL CONGRESS 
OF ELECTROENCEPHALOGRAPHY 
AND CLINICAL 
NEUROPHYSIOLOGY 


The Fifth International Congress of 
Electroencephalography and Clinical Neu- 
rophysiology will be held from September 
7 to 13, 1961. For further information, 
please write to the Secretary General, Dr. 
Raffaello Vizioli, Viale Universita 30, 
Rome, Italy. 


AMERICAN SOCIETY OF 
OPHTHALMOLOGIC AND 
OTOLARYNGOLOGIC ALLERGY 


The Annual Meeting of the American 
Society of Ophthalmologic and Otolaryn- 
gologic Allergy will be held Saturday, 
October 7, 1961, at the Sherman Hotel, 
Chicago. The morning program will con- 
sist of a workshop on the diagnosis and 
management of allergic disease. The af- 
ternoon program will consist of scientific 
presentations on allergy, immunity and 
medical otolaryngology. 


AMERICAN SOCIETY OF 
FACIAL PLASTIC SURGERY 


The American Society of Facial Plastic 
Surgery will hold the following meetings 
in 1961: 


February 9 and 10, 1961, at Hotel Pea- 
body, Memphis, Tennessee 


June 28, 1961, at Hotel Elysee, New 
York. 


For further information please write 
Samuel M. Bloom, M.D., Secretary, 123 
East 83rd Street, New York 28. 


PENNSYLVANIA ACADEMY OF 
OPHTHALMOLOGY AND 
OTOLARYNGOLOGY 


The next Annual Meeting of the Penn- 
sylvania Academy of Ophthalmology and 
Otolaryngology will be held May 18 to 20, 
1961, at the Bedford Springs Hotel, Bed- 
ford, Pa. 
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DALLAS SOUTHERN CLINICAL 
SOCIETY 


The Dallas Southern Clinical Society 
will meet in Dallas, March 20 to 22, 1961. 
Among the guest speakers will be Ramon 
Castroviejo, M.D.; French K. Hansel, 
M.D.; Philip Knapp, M.D., and John J. 
Shea, Jr., M.D. For further information, 
please write to Dallas Southern Clinical 
Society, Medical Arts Building, Dallas 1, 
Texas. 


EYE AND EAR HOSPITAL, 
PITTSBURGH 


The Twelfth Annual Scientific Day of 
the Eye and Ear Hospital of Pittsburgh 
will be presented on Wednesday, April 
19, 1961, at the Eye and Ear Hospital, 
Pittsburgh. The morning program will 
consist of a workshop on rhinoplasty and 
nasal and sinus diseases. The afternoon 
program will consist of scientific presen- 
tations in ophthalmology and otolaryn- 
gology. 


CHICAGO OPHTHALMOLOGICAL 
SOCIETY 


The Chicago Ophthalmological Society 
announces the preliminary program of the 
Annual Clinical Conference to be held on 
May 19 and 20, 1961, at the Drake Hotel 
in Chicago. 


The guest speakers will include Count 
H. Arruga, Barcelona, Spain; Mr. G. 
Leigh, London, England; Dr. Bernard 
Becker, St. Louis; Dr. Harold G. Scheie, 
Philadelphia, and Dr. Robert N. Shaffer, 
San Francisco. 


The scientific program will include a 
symposium on Surgery and Medical Ther- 
apy of Narrow and Open Angle Glau- 
coma; a symposium on Secondary Glau- 
coma, and lectures on Retinal Detach- 
ment, Corneal Surgery and other subjects 
to be announced later. 


Registration fee for the entire course, 
including round table luncheons and din- 
ner is $45 and is payable to the Registrar, 
Mrs. Mary E. Ryan, 1150 North Lorel 
Ave., Chicago 51. 


TRANSACTIONS — JANUARY - FEBRUARY, 1961 


The Seventeenth Annual Sanford R. 
Gifford Memorial Lecture will be delivered 
by Dr. Harold G. Scheie of Philadelphia 
on Friday, May 19, 1961, at the Drake Ho- 
tel at 5:15 p.m. All physicians are invited 
to attend the Gifford Memorial Lecture 
and dinner which follows. 


INSTITUTO BARRAQUER 


The Third International Course of Oph- 
thalmology of The Instituto Barraquer 
will be held in Barcelona, Spain, May 1 
to 6, 1961. 


The main subject of the scientific pro- 
gram will be “Surgery of the Anterior 
Segment.” There will be sections on Sur- 
gery of the Crystalline Lens; Surgery of 
the Cornea, and Anterior Chamber Im- 
plant Surgery. Contributors to the pro- 
gram will be drawn from the European 
continent, the United Kingdom, and North 
and South America. In addition, the In- 
stitute will welcome films dealing with any 
ophthalmological subject. 


Special travel arrangements are avail- 
able. Dr. Richard C. Troutman of New 
York University is a member of the Ex- 
ecutive Committee and will assist con- 
tributors from the United States. 


SPRING POSTGRADUATE COURSES 


The Institute of Ophthalmology of the 
Americas of the New York Eye and Ear 
Infirmary announces that the following 
postgraduate courses will be offered in 
the spring of 1961. 


1. Ocular Surgery, including Lacrimal 
Sac Surgery, Glaucoma, Retinal Detach- 
ment, Cataracts, Enucleation and Evis- 
ceration, Keratectomies and Keratoplas- 
ties, and Anomalies of Extraocular Mus- 
cles including Ptosis and Orbitotomy. 
April 24 to 29, 1961. Limited to 20. Fee 
$225. Individual parts of the course may 
be taken at a prorated fee. 


2. Histopathology of the Eye. Given un- 
der the direction of Drs. Bernard Roberts 
and Lawrence Samuels. May 1 to 6, 1961. 
Limited to 15. Fee $100. 
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3. Practical Aspects of Perimetry. Given 
under the direction of Dr. Mortimer 
Cholst. May 3 to 5, 1961. Limited to 15. 
Fee $40. 


For registration, please apply to Mrs. 
Tamar Weber, Registrar, Institute of 
Ophthalmology of the Americas, New 
York Eye and Ear Infirmary, 218 Second 
Avenue, New York 3. 


UNIVERSITY OF TORONTO 


The Faculty of Medicine, University of 
Toronto, will hold a refresher course in 
Kye Surgery on March 20 to 22, 1961. The 
instruction will consist of lectures, opera- 
tive sessions and a special symposium on 
cataract surgery. Dr. Robert N. Shaffer, 
University of California, San Francisco, 
and Mr. B. W. Rycroft, F.R.C.S., London, 
England, will be guest surgeons. The staff 
of the Department of Ophthalmology will 
contribute extensively. 


The course will be limited to 50 mem- 
bers and is open to eye, ear, nose and 
throat specialists. Application should be 
made to the Director, Division of Post- 
graduate Medical Education, Faculty of 
Medicine, University of Toronto, Toronto 
5, Canada, before January 31, 1961. 


On March 18, there will be a Depart- 
mental Research meeting and Dr. H. M. 
Burian, University of lowa, will be guest 
speaker. Members of the Eye Surgery 
Course are invited to attend. 


BASIC COURSE IN OPHTHALMOLOGY 


The Chicago Ophthalmological Society 
has announced the organization of a full- 
time residency-preparatory Basic Course 
in Ophthalmology. The course will be con- 
ducted once each year, and the first start- 
ing date will be July 10, 1961. The an- 
nouncement was made by Dr. Joseph S. 
Haas, President of the Chicago Ophthal- 
mological Society, who indicated that the 
course will be of five months’ duration and 
that it has been designed primarily for 
physicians planning to specialize in Oph- 
thalmology. 


Cooperating with the Chicago Ophthal- 
mological Society in the planning and 
presentation of the course are the De- 
partments of Ophthalmology of Chicago’s 
five undergraduate medical schools, sev- 
eral of the teaching hospitals and eye fa- 
cilities, and the Cook County Graduate 
School of Medicine. Registration will be 
limited to thirty graduate students. The 
curriculum will include the basic sciences 
in relation to ophthalmology, the theory 
and use of ophthalmic instruments, and 
an introduction to clinical ophthalmology. 
For further information, please write to 
Registrar, Cook County Graduate School 
of Medicine, 707 South Wood Street, Chi- 
cago 12, Illinois. 


MIDWESTERN SECTION 
ASSOCIATION FOR RESEARCH IN 
OPHTHALMOLOGY 


The Midwestern Section of the Associa- 
tion for Research in Ophthalmology will 
meet in the Wahl Hall Auditorium of the 
University of Kansas Medical Center, 
Kansas City, Kansas, April 29 and 30 
(Saturday and Sunday), 1961. The meet- 
ing will begin promptly at 9:00 a.m. on 
Saturday morning. 


The deadline for submissions of titles 
of papers is March 15. They should be 
submitted to T. F. Schlaegel, Jr., M.D., 
Secretary, Midwestern Section, Associa- 
tion for Research in Ophthalmology, In- 
diana University Medical Center, 1100 
West Michigan Street, Indianapolis 7, 
Indiana. 


Accommodations for the meeting may 
be secured at the Student Union at the 
Kansas University Medical Center, Olathe 
and Rainbow Boulevard, Kansas City, 
Kansas; or the University Motel, 4125 
Rainbow Boulevard, Kansas City, Kansas. 
The motels are less than one half block 
from the Medical Center. 


Chairman of program and of local ar- 
rangements is L. L. Calkins, M.D., Uni- 
versity of Kansas Medical Center, Rain- 
bow Boulevard at 39th Street, Kansas 
City 12, Kansas. 
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1961 MEDALLIST OF THE ROYAL 
COLLEGE OF SURGEONS OF CANADA 


Dr. John S. Speakman, F.R.C.S. (C), 
Department of Ophthalmology, University 
of Toronto, received the Annual Award 
in Surgery at the Thirtieth Annual Meet- 
ing of the Royal College of Physcians and 


Surgeons of Canada held at the Chateau 
Laurier, Ottawa, January 19-21, 1961. 
Doctor Speakman received the award for 
his essay on “The Structure of the 
Trabecular Meshwork and Corneal Endo- 
thelium in Relation to the Problem of Re- 
sistance to Outflow in Open Angle Glau- 
coma.” 


POSITIONS 


Positions Available 


Excellent opportunity for E. E. N. T. 
specialist to establish practice in Albu- 
querque, New Mexico. Office space avail- 
able. Excellent equipment. Established 
practice. Physician recently deceased. For 
further information, please write Mrs. 
Albert L. Courville, 106 Girard Boulevard, 
S.E., Albuquerque, New Mexico. 


WANTED—E.E.N.T. specialist for group 
practice in clinic associated with 65-bed 
fully accredited hospital in western Okla- 
homa. Must be Board qualified or certi- 
fied. Starting salary, $15,000 to $16,000 
plus additional attractive benefits; prog- 
ressive pay scale. For further information 
write Donald D. Lehman, M.D., Medical 
Director, Community Hospital, Elk City, 
Oklahoma. 


Listings of positions available should be sent to 
W. L. Benedict, M.D., 15 Second Street S. W., 
Rochester, Minn., by the fifth of the month preceding 
publication. They should include (1) type of physician 
wanted (ophthalmologist or otolaryngologist: diplomate, 
resident, etc.) (2) type of position to be filled; and 
(3) to whom to write for further information. Unless 
otherwise requested, listings will be published only once. 


The Academy will handle no further correspondence 
beyond the listing and assume no_ responsibility. 
Neither does it endorse nor guarantee any of the 
published listings. 


WANTED, OPHTHALMOLOGIST. Board 
certified or eligible ophthalmologist in 
Midwestern clinic. Located in Wabash riv- 
er valley in a university town of 60,000 
with a community population of over 
100,000. For further information please 
write to E. L. Van Buskirk, M.D., The 
Arnett Clinic, 308-312 North Eighth 
Street, Lafayette, Indiana. 


WANTED, OPHTHALMOLOGIST. Board 
eligible, to join busy 20-man clinic. Rou- 
tine office and hospital ophthalmology. 
University town in a very prosperous edu- 
cational and farming community. Near 
Chicago. Starting base salary of $15,000 
with opportunity to join the association 
after eighteen months. For further infor- 
mation write to Edward C. Albers, M.D., 
Christie Clinic, Champaign, Illinois. 


Positions Wanted 


OTOLARYNGOLOGIST—Desires location 
for the practice of otolaryngology in a 
small or medium-sized town. For further 
information, please write Peter Lapsa, 
M.D., Baltimore Eye, Ear and Throat 
Hospital, 1214 Eutaw Place, Baltimore 17, 
Maryland. 
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OPHTHALMOLOGIST—Diplomate of the 
American Board of Ophthalmology and 
the National Board of Medical Examiners 
desires opportunity to practice in associa- 
tion with a single ophthalmologist or a 
group of ophthalmologists. Prefer loca- 


tion in the East. Licensed to practice 
medicine in New York and New Jersey. 
For further information, please write 
Edward V. Saradarian, M.D., EENT Clin- 
ic, Irwin U. S. Army Hospital, Fort Riley, 
Kansas. 


HAVE YOU CHANGED YOUR ADDRESS? 


To ensure uninterrupted delivery of your TRANSACTIONS, please return this 
coupon or send the same information on a post card to 

American Academy of Ophthalmology and Otolaryngology 

15 Second St. S.W., Rochester, Minnesota 


FORMER ADDRESS : 


Street 


PLEASE PRINT 


NEW ADDRESS: 


Street 


NAME OF COUNTRY 
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A PROPOSED CHANGE IN THE NORMAL 
HEARING REFERENCE LEVEL 


The American Standards Association, the national otological societies, and 
other professional organizations agree with the International Standards Asso- 
ciation that now 1s the time to have all audiograms recorded in the same way 
throughout the world, so that a given hearing level will mean the same thing 
to everyone. 

A proposed international audiogram chart which will facilitate a change-over 
from the present American standard decibel scale to an international scale, 
together with an explanation of the mechanism for doing this, is printed as an 
addendum to 


A GUIDE TO THE CARE OF ADULTS WITH HEARING LOSS 
A Manual 


Prepared for the Use of Graduates in Medicine by the Subcommittee on 
Hearing in Adults of the Conservation of Hearing Committee of the American 
Academy of Ophthalmology and Otolaryngology. New — 1960. 


Price $1.00 


AMERICAN ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
15 Second Street S.W., Rochester, Minnesota 


DIAGNOSTIC PROCEDURES 
AND THERAPY IN UVEITIS 


A collaborative study of the etiology of uveitis using a number of 
antigens for skin testing, also serology for toxoplasmosis, leptospirosis, 
and brucellosis has been established under the direction of the Academy. 
Antigens are prepared especially for this study and furnished free to 
ophthalmologists who participate. A wide cooperation is desirable. Patient 
reports on forms supplied by the Academy will be evaluated by the 


statistical division of the NINDB. 


For a booklet of directions and an application form, write to 


W. L. Benedict, M.D. 
Uveitis Study Group 
AMERICAN ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
15 Second St. S.W. 
Rochester, Minn. 
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A ‘COMPLETE’ MIOTIC 


The present treatment of chronic simple 
glaucoma is generally conceded to be a 
long-term “holding” operation— 
prevention of disease progression. 
Effective therapy is not just . . . 
“immediate control of elevated intra- 
ocular pressure”, but also, assurance that 
control will be routinely maintained 

for a period of many years by the patient. 
To accomplish this aim PILOFRIN 
presents several important advantages— 
to physician and patient . . . 


@ In FORMULA--Pilocarpine nitrate (in 6 
different strengths) for proven, uncompli- 
cated pressure control. Phenylephrine HCl 
(0.12%) for prompt and reliable 
decongestion. Methylcellulese (0.5°;,) for 
lubrication and prolongation of the 
miotic’s action. 

@ In ESTHETICS—The ant and 
lubricant help offset the irritation, redness 
and other subjective complaints so common 
with the miotics—promotes continuous 
patient cooperation. 

@ In FLEXIBILITY—Six strengths of pilocarpine 
4%, 1%. 2%. 4%. .. for 
suita ly-tailored control of each patient. 
Available in 15 cc. bottles. 


flofrin: 


Ophthalmic Solution . . . for glaucoma 


ALLERGAN PHARMACEUTICALS & Los Angeles 17, Calif. 
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